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Executive Summary 


The South African health care system is characterized as fragmented due to the huge 
disparities in the funding and delivery of services. Consequently, access fo health care 
is unequal with the majority of the population relying on a public health care system 
that has a disproportionately less amount of financial and human resources al its 
disposal. To address these imbalances in access and utilisation of health services as 
well as health outcomes amongst the different socio-economic groups, the health care 
system requires a fundamental transformation into an integrated health care system 
that guarantees the progressive realisation of the right to health care fer all. 


The introduction of a National Health Insurance System is founded on three key 
arguements: First, that it is a Constitutional right that the public has access to quality 
health services; second, that the empirical evidence suggests that the population is 
willing and able to contribute towards mandatory health insurance; third, that it makes 
economic sense to invest in human capital development, reorganise the funding model 
for public purposes and ensure cost containment by reducing administrative and 
transaction costs in the system, and most importantly achieve redistributive justice 
through the principle of universal coverage. 


Structure of the NHI Authority 


At the core of the proposed health sector reforms is the reconfiguration of institutions 
and organisations involved in the funding, purchasing and provision of health care 
services. A National Health Insurance Authority will be established within the confines 
of the appropriate laws whose major responsibility will be to receive funds from various 
sources, pool these resources and purchase services on behalf of the entire 
population. The Authority will be a public entity and structured as a single purchaser 
with sub-national offices at the provincial and district level. The Authority will be run by 
a CEO that directly reports to the Minister and is supported by an Executive 
Management and specific technical committees including the technical advisory 
committee, audit committee, pricing committee, remuneration committee, benefits 
advisory committee and others. 


Revenue generation and pooling functions 


The main sources of revenue for the National Health Insurance Fund will be general 
tax and a progressive mandatory contribution. Both employers and employees wilt 
contribute to the fund. Mechanisms will be gradually developed to get contributions 
from the self-employed External funding for health will be included in the Fund. All this 
will result in the creation of a single risk pool that promotes cross-subsidisation 
between the rich and the poor, the healthy and the sick, and young and old. 


Health Sector Budgeting Process and Funding Flows 


Plans for infrastructure maintenance and expansion (capital costs), and service 
provision {recurrent costs) will be developed by the District Health Councils, Provincial 
Health Authorities, and the National Department of Health in consultation with the NHI 
Authority The annual plans will be approved by the Minister. Funds will flow from the 
NHIA to the Provinces, District Health Councils and directly to providers based on 
agreed plans and using a combination of agreed payment mechanisms. 
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Provider payment mechanisms for service providers 


The ultimate objective is to have the following provider payment arrangements for all 
accredited providers: risk-adjusted per capita payments for Primary Care Facilities (GP 
group practices, Community Health Centres, Clinics and others}, case-based payment 
mechanisms for hospitals, salaried doctors and specialists. However, given current 
capacity constraints in the public sector and the need to reduce the disruption of 
services to the population during transition, budgets will continue to be used for both 
primary care and hospital level providers in the public sector untit such time a facility is 
accredited. The budgets will nonetheless be. calculated on the basis of a risk adjusted 
capitation formula. Only under exceptional circumstances will out of pockets payments 
se used. 


Establishment of District Health Councils 


Capacity to deliver quality primary health services under a National Health Insurance 
system is premised on a revitalised and adequately capacitated district health system, 
District Health Councils throughout the country will be strengthened by improving 
political governance, oversight and accountability structures. The focus will largely be 
on improving service integration, quality of services, efficiency, effectiveness, and 
community participation, developmental and multi-sectoral approaches. Significant 
improvements in managerial capacity will be key to achieving all this. 


Registration of population per district/catchment area 


To ensure that all eligible citizens and permanent residents have access to 
comprehensive NHI services, people will be registered for NHI and be assigned lo 
specific health care facilities closest to them. The registration process with be on the 
casis of the ID with the hope that a National Health Insurance Card will be ultimately 
used when the NHI is operational in a specific district, It is important that people are 
registered by catchment area and facility in order to facilitate the principal payment 
mechanism—capitation, The registration process will be pilot tested before it is rolled 
Sut nationally using various approaches and existing platforms including work-places, 
me Department of Home Affairs (ID system}, Department of Social Development 
\registration for grants}, STATS SA, and independent Electoral Commission (election 
registration processes}, to name but a few 


Services to be provided within the district and outside of the district 


^il accredited National Health Insurance providers (both public and private) will provide 
= comprehensive package of services at all levels of the referral hierarchy. that is 
onmary Care services, secondary services, tertiary services and quaternary services 
in addition, an exclusion list of services is defined to contain costs This exclusion lisi 
will be reviewed at agreed times by the Services Advisory Committee 


increase autonomy and efficiency of public health care providers, including 
hospitals 


Mere Managerial decision making space 
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The accreditation process of providers (public & private) 


The credibility of the NHI will rest on visible improvements in the provision of quality 
services to all. All facilities, private and public, will be accredited for NHI using agreed 
national norms and standards. A National Office of Standards Compliance will be 
established according to the National Health Act of 2004 to ensure that all health care 
facilities are appropriately licensed and accredited. The aim is to accredit at least 2596 
of facilities annually until all facilities are included during a five year phased period. In 
addition, the accreditation process will be supported by quality improvement and 
quality assurance programmes to make sure that all facilities reach accreditation 
status. 


Development of Human Resources Plan for Health 


Changing the financial arrangements of the health sector without dealing with the 
Human Resources for Health challenges will not bring the desired results. The Plan 
proposes comprehensive strategies for increasing the supply, quality, distribution and 
retention of various categories of health workers in the country. Innovative proposals 
are planned for dealing with the human resources for health in the short term: for 
example reviving the Cuban doctors programme, allowing legal foreign nationals to 
practice, importing specific specialist skills and attracting back those South African 
health and managerial professionals working in other countries. 


General Infrastructure Inventory and Development 


Expansion and rehabilitation of health care infrastructure strengthening is critical to 
improving universal coverage and reducing inequalities of access. The Plan proposes 
that a detailed audit of both public and private facilities in the country be done in order 
to establish the stock and distribution of these facilities. The audit will serve a dual 
purpose: First, assessment of current capacity and where it is located, and second, 
identifying gaps for expansion and facilities that require refurbishments. A 
refurbishment and expansion plan will be developed, in line with the existing health 
care facilities revitalisation programme. 


Costing of NHI 


The Plan provides a number of costing scenarios for National Health Insurance to 
demonstrate how much it will cost to establish and run a NHI system in a sustainable 
way. This includes costing of the various components of the Plan including the 
comprehensive package of services 


Transitional Arrangements 
To avoid disruptions, and ensure smooth transition towards a Nationa! Health 
Insurance syster, a well-planned and phased transitional! strategy is described that 


systematically takes into account what needs to occur and when, and under whose 
responsibility. 


Actions Required of the ANC 


The African National Congress has commissioned an NH! Task Team to 
develop a National Health Insurance (NHI) plan for financing health care in 
South Africa. 
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The ANC Task Team undertook detailed technica! wom fam (00 2008 !0 
February 2009. The accepted NHI policy was used as tne basis for developing 
the detailed implementation plan which will guide policy decision making and 
implementation. The outcome from the discussions is a vision of national 
health insurance plan for all South Africans, to be introduced in a phased 
manner in the next five years. 


Financial projections are being developed for costing the National Health 
Insurance system. These give policy-makers an indication of the financial 
implications of a policy under consideration, They do not constitute a complete 
and detailed actuarial analysis, which needs to be completed after the plan has 
been accepted. 


Based on the stakeholder consultations, the financial scenario whose results 
are included here is one of a national health insurance with the following key 
characteristics and assumptions: 


ə The key principle upon which NHI is based is that of universal coverage 
for all. The plan is to ensure that all South Africans are enrolled as 
beneficiaries of NHI in five years. 


+ The health budget from general tax revenue is increased in real terms 
and is supplemented by a mandatory NHI's payroll levy. The current 
tax-deductible for medical schemes contributions will also be removed to 
provide additional funds into the NHI system 


a Formal sector employees make mandatory monthly contributions at a 
percentage still to be determined, that are shared equally between 
employees and employers. 


* The poor, low income workers, pensioners and the unemployed and 
those in the informal sector, are exempted from paying contributions 


+ The out-of-pocket payments are removed or minimised for only the 
services covered by NHI 


s The benefit package comprises comprehensive outpatient and inpatient 
care at public and private health facilities, including group practices 
(comprising primary health care teams) and authorized referrals to 
secondary, tertiary and quandary ievels of care 


• Substantial quality improvement wii! be implemented with the helo of 
NHI financing 


The projected revenue and expenditure of such an NHi with the abo 
variables and assumptions are being worked out. The result wi c à 
introduction that ensures that registration of the 25?c o? :ne population ger 
annum is finked to targeted schedule for collection of tunes troc eene! [да 
revenue and mandatory contribution 
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A combination of general tax revenue and progressive mandatory contributions 
as the main sources of revenue for the NHI will promote social solidarity 
through income and risk cross-subsidization which are an inherent 
characteristic of the national health insurance. 


Under the NHI system, the contributions rates for formal sector workers, which 
could start with a nominal percentage in the initial years and increase to X% 
(shared between employer and employee) and real increase from general tax 
revenue at X% . 
of the GDP; may be sufficient to balance NHI revenues and expenditure. 
Furthermore, any shortfall may be financed from the removal of tax deductibles 
for medical schemes. 


The ANC is advised to take key decisions in the following areas: 


e The mechanisms for resource mobilisation, i.e. the decision to increase 
the heaith allocations in real terms via the general tax revenue, 
supplemental national health insurance payroll level and rerouting of 
public sector employees’ contribution to medical schemes to the national 
health insurance fund. In addition there should be removal of tax 
deductibles to the medical schemes. 


e The way health services are to be improved to better serve all our 
people 


• The type of proposed governance and management structure of the NHI 


Once these key decisions are made the ANC will have to decide on critical key 
design issues and to negotiate with the respective stakeholders, foremost the 
contribution rates and provider payment rates — mainly labour, employers and 
health providers. Also, it will have to develop and agree upon an 
implementation schedule to establish step by step the NHI system scheme and 
the national health authority/agency with personnel. This could be realized in 
the form of an "Implementation Project", with financial support for investments 
in infrastructure, administration and training of staff in the various management 
and administration skills required for the NHI 


The proposed NHI design is able to offer better comprehensive services to all 
South Africans, by addressing inequity in access and inequity in financing 
When successfully implemented, it will lead to better health for all South 
Africans 

The main recommendations on key issues far the NHI are summarized below 
These are based on the ANC NHi Task Team views as well as the pre-liminary 
financial feasibility assessment 

Recommendations for establishing a "Phased NHI for all South Africans” 


Resource collection: 


Confidential and mot fer cistrowtion 10 


* The health budget from general tax revenue is increased in real terms in 
the next five years). | 

e Resources mobilized through NHI payroll levy do mot reduce but 
complement existing government funding. 

« Public sector payment for public sector workers private medical 
schemes would be rerouted towards NHI 

• Tax deduction for medical schemes contributions is removed (Note: 
National Treasury is making a different proposal which Is as follows: Replacement of 
ihe medical scheme contribution deduction with a non-refundable tax credit which will 
be set at about 30 per cent of the prevailing deduction. in other words medical scheme 
contributions will cease to qualify as tax-free fringe benefits. All contributions paid by an 
employer will be regarded as taxable and the employee will be permitted to claim a ias 
deduction (or a credit) for contributions up ta the cap. A consultation paper wil! be 
released during 2009. implementation is proposed in twa years’ time so that SARS, 
employers and payroll! providers will have sufficient time to make the necessary 
administrative adjustments — source 2009 National Budget Review (Tax proposals) 
pg.82, National Treasury} 


Contributors 
« Formal sector contribution is extended rapidly at 2596 of the targeted 
population per annum. 
e Contribution is mandatory — with opt out 


Contribution rates: 
e The formal sector pays a progressive contribution based on their salary. 
• The poor and unemployed are exempted from contributions and the 
state will provide a subsidy to cover for that. 


Benefit package: 
• The benefit package is comprehensive, with the current public health 
services as its benchmark, and covers in-patient and out-patient care at 
all tevels, including primary health care. 


Provider payment mechanism: 


s The payment mechanism is an important factor that should be linked 
with quality 
Improvements and cost containment. Providers can be remuneraled on 
the basis of a combination of risk-adjusted capitation and global budgets. 
There may be an element of better payments for increased performance. 


Accreditation and quality management 
* An accreditation scheme would be developed for all health care 
providers — prívate and public - and will! be executed by an independent 
accreditation body. 


Governance and management of the NHI Authority: 


* The NHI authority will be a public authority which is responsible and 
accountable to the Ministry of Health. It wili be a publicly administered 
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public entity in the sense of the NHI Act and there will be no role for 
private intermediaries. 


Legislation: 
• it is recommended to develop a separated NHI Act. 


Specific recommendations of the NHI TASK TEAM: 


» Further progress of developing and implementing a better health 
financing system is currently in the hands of the NHI TASK TEAM 
working together with the Department of Health, National Treasury, 
SARS and Department of Social Development, member of the ANC and 
its allies as well as the health professionals operating in the public and 
private health sector. The work of the Task-Team needs to be extended 
further. 

s The ANC-Task-Team will include a dedicated team of international 
experts and specialists in NHI and systems development to assist in the 
implementation process 

» An awareness raising campaign needs to be developed, which is 
tailored to the specific information needs and group interests of the 
various stakeholders . 
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CHAPTER 1: OVERVIEW OF THE HEALTH CARE SYSTEM 
1.1 Introduction 


South Africa post-1994 inherited a highly inequitable health system from the Apartheid 
era. Although South Africa has relatively high levels of health care expenditure as a 
percentage of GDP relative to comparable other middle-income countries, Its health 
status indicators are much poorer, due in part to various social and economic 
determinants such as poverty and unemployment, unhealthy life styles such as 
smoking, alcohol abuse and risky sexual behaviours that fuel HIV/AIDS and other 
sexually transmitted diseases, and injury from interpersonal violence. Another critical 
factor contributing to poor health outcomes is differential access to quality health care 
resulting from the mal-distribution of human, financial and physical resources between 
the public and private sectors. The majority of financial and human resources for 
health care are located in the private health sector serving a minority (the 14% of the 
population who are medical scheme members). In contrast, the public health system 
struggles to meet the health care needs of the vast majority of the population with 
limited resources 


1.2 Successes of the post-apartheid government 


Since 1994, the government has achieved significant progress in pursuit of an 
equitable and coherent health system, putting in place structural, policy and 
programme oriented innovations. Transformation began with the integration of the 
fourteen [14] departments of health of the apartheid era into a single health system 
consisting of a central ministry and nine [9] provincial departments of health, In “The 
White Paper for the Transformation of the Health System in South Africa" the 
government undertook to create a national health system based on the primary health 
care [PHC] approach predicated on a district health system; a unified national health 
system integrating the public and private sectors with the objective of reducing 
inequities and expanding access to essential health care. Many of the policies and 
strategies envisaged in the White Paper were incorporated in the National Health Act 
of 2005, which lays the framework for the elimination of fragmentation of services 
offered by provinces and municipalities. The Act assigns PHC as a provincial 
competency, and defines the District Health System (DHS) whereby the boundaries of 
the DHS correspond with those of the first tier of local government. It establishes the 
National Health Council, Provincial Health Councils and District Health Councils and 
mandates community participation in the governance of the health system at all levels 


Much has been achieved beyond the setting up of structures and development of 
policies and strategies The focus on PHC resulted in the reprioritisation of budgets 
and resources to bring about an equitable redistribution between PHO and 
sophisticated curative and terliary care An essential PHC package was formulated 
which sets norms for Ihe provision of a comprehensive PHC To increase access to 
these services, user fees for public PHC and all fees {including at hospitals] for 
pregnanl women and children under the age of 6 years were removed To support the 
expansion of these services , 1 800 clinics and community health centers were built 
since 1994 Today 95% of the population of South. African can access health care 
within five kilometer radius of their homes 


Hospttal infrastructure was also improved significantly beginning with the огостатте 
of revitalisation that focused on improvement of infrastructure equipment 
management and quality To date, 27 hospitals have been accoraing!y sefurtished 


and 18 new hospitals have been built and another 190 facilites uoorscec 


1 
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There was also a major effort to promote human dignity and human righis in health 
care delivery culminating in the proctamation of the Patients’ Rights Charter in 1999, 
and to improve the quality of care through the establishment of provincia! quality 
assurance units and quality assurance systems including mechanisms to receive and 
redress complaints at all health delivery sites. Health worker awards systems were 
instituted to promote a culture of excellence in health service delivery. 


Another major area of improvement since 1994 is in the realm of human resources. 
Initiatives were introduced to change the gender, racial and professional profile of the 
health workforce to redress apartheid legacies and to ensure that the composition of 
the service provider workforce represents the national population profile. In order to 
remedy shortages in the number of health professionals in rural areas, the 
government recruited Cuban doctors in the immediate post 1994 period, introduced 
compulsory community service for recent graduates, introduced scarce skills and rural 
allowances for health professionals, and developed a strategy for retention of skilled 
workers - Occupation Specific Dispensation for Nurses (other occupational categories 
to follow). To further broaden the number and skills spectrum of health workers the 
government introduced Community Health Worker Programme throughout the country, 
developed a cadre of mid-level workers and established training schools for an 
increasingly diverse set of health professions e.g. Emergency Services. 


To make medicines affordable, the state introduced a comprehensive national drug 
policy in 1996, one of the main pillars of which was the Essential Drug List for the 
public sector. It provided for much more rational drug prescribing and the introduction 
of generic prescribing throughout the health system. There is a need to review this 
policy to evaluate its impact and to improve areas where necessary. 


The government introduced many health care programmes, some of which are 
summarised below: 


1.2.1 
| Disease / target population Interventions БЫ 
| Women Free heath care services for pregnant women - 
| Choice on termination of pregnancy 
| Confidential enquiry into maternal deaths 
| Sexual assault services including post-exposure 
— | prophylaxis = > 

Children | Free health care for children under 6 years 


| Expanding immunisation programme and mass 

| | campaigns 

| | Integrated management of childhood diseases 

HIV/AIDS Public education campaign = 
Strengthening of the South African National AIDS 
Council (SANAC) 

| Condom distribution 

Voluntary counselling and testing 

Treatment and surveillance of sexually transmitted 

infections 

cemnmunity based care and support programmes 

Prevention of mother-to-child transmission of HIV 

comprehensive HIV & AIDS Care Management and 
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Disease / target population Interventions 
Extensive ARV roll-out 


Tuberculosis Implementation of the WHO-advocated "DOTS" 
(directly observed therapy. short course) policy 
Improved national surveillance 
Integration of HIV and TE 

Tobacco Legislation / regulations to control tobacco product 
advertising, promotion and sponsorship 


Increasing the price of tobacco products 
Malaria control Regional co-operation as part of the Lubombo 
Spatial Development Initiative including 
Mozambique, Swaziland and South Africa involving 
| household spraying, new artemisinin-based drug 
| regimens and improved surveillance 
Mental Heaith | Promulgation of the Menta! Health Act - integration 
of mental health into PHC services 
Violence and suicide prevention programmes for 
schools including a suicide toll free line 
Nutrition | Fortification of maize meal and wheat 
|! Promotion of exclusive breastfeeding 
| Implementation of food-based dietary guidelines 
|, Implementation of integrated nutrition programmes 
(INP) 
Promotion of community-based growth monitoring 
Development of community gardens 





Notwithstanding these achievements, many challenges continue to confront the South 
African health system today. Some of these are explored in more detail in the 
following sections. 


1.3 Health outcomes challenges in South Africa 


Unlike many other low- and middle-income countries which experience a double 
burden of disease, South Africa has a quadruple burden of disease associaled with the 
epidemiological transition between diseases of poverty and lifestyle-related diseases 
The country still bears a heavy burden of poverty-related illnesses such as infectious 
diseases, malnutrition and diarrhoea. In 2005 the incidence of diarrhoea was 
estimated to be 258 per 1,000 children under-five years of age (Sen, Ostlin and 
George 2005) At the same time, South Africa displays a growing burden of non- 
communicable diseases, including strokes and ischaemic heart disease (see Table 11 
This epidemiological transition became apparent in the 1980s The ‘third’ burden 
relates to premature deaths due to violence and injuries The ‘fourth’ burden has 
developed very rapidly into becoming by far the greatest burden, namely HIV/AIDS, 
which by the turn of the century accounted for nearly 40% ot all years of life lost due to 
premature death. 
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Table 1.3: Ten leading causes of premature mortality (2000) 
"Cause of death % of years of life lost __ 
HIV/AIDS — — 
Homicide and violence 
| Tuberculosis 
Diarrhoeal diseases . 
| Lower respiratory infection ` 3.9% = 
Road traffic | 3.7% 















South Africa is far from achieving the health-related Millennium Development Goals 4, 
5 and 6, which entail reducing child mortality, improving maternal health and 
combating HIV and AIDS, TB, malaria and other communicable diseases. Instead of 
rates falling, there is a reversal of gains and the country trends are moving in the 
opposite direction from what is desired. Infant mortality has increased from an 
average of 45.4 deaths per live births between 1993 and 1998 to 69 in 2005 (Bourne, 
et al., (in press; United Nations World Population Prospects, 2006). Maternal mortality 
is also increasing at unacceptable rates from 200 per 100 000 live births in 2000 to 
400 per 100 000 by 2005 (UNICEF, undated). 


The country ranks highest in the world in terms of the number of people living with HIV. 
Estimates suggest that 5.5 million people or 37% of all people living with HIV and/or 
AIDS in Sub-Saharan Africa are living in South Africa. There have been numerous 
challenges in implementing programmes to treat those living with AIDS in the country. 
These include delays in rollout of prevention of the mother to child transmission of HIV 
programme and universal roll-out of antiretroviral therapy (ARVs). Its delay to 
implement a known and feasible intervention to prevent HIV transmission from mother 
lo child fared 10 avert new infections among 35 000 babies (Ohigwedere, Seano, 
Gruskin, Lea & Essex, 20081. The government's delay in implementing an:evidencad- 
based antiretroviral therapy programme, is reported by scientists to have caused the 
premature mortality of 330 000 people between 2000 and 2005 (Chigwedere, Seage, 
Gruskin, Lee & Essex, 2008). Failure to implement this intervention left the couniry 
with a large proportion of the population that is sick from HIV and AIDS-related illness. 
which further led to overcrowding of health facilities. With pressure from civil society 
and academics, the government is now implementing the largest ARV programme in 
the world, with more than 700,000 HIV positive persons expected to be receiving this 
treatment at the end of 2007/08 (Treasury, Intergovernmental Fiscal Review, 2007) 


Another mapor bormmuricable disease Irrat *s highly prevalent bs luberculeals (Te 
South Africa has the 7^ nighest incidence af TB т ча мон (Department of Héallh 


strategy on TB, 2007). The number of people with tuberculosis in South Africa has 
increased from 109,000 in 1996 to 341,165 in 2006 The incidence has increased 
from 269 cases of TB per 100,000 population to 720 per 100,000 (cited in Department 
of Health, 2007) The high prevalence and incidence of tuberculosis is exacerbated by 
the emergence of multi-drug resistant TB (11,000 cases between January 2004 to 
Aprii 2007) and the Extreme Drug Resistant (XDR) TB (over 800 diagnosed in 2006 
and the first quarter of 2007). which is difficult to treat and has a very high case fatality 
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rale (Department of Health, 2007). Many of those who are infected with TB are also 
infected with HIV. This is clearly a major public health threat for the country, which the 
health care system has failed to contain. The epidemics of HIV and AIDS and TB are 
responsible for high levels of use of public sector clinics and hospital services and 
consume a large share of the budget. 


1.4 Health system challenges in South Africa 


This section will address challenges in the health sector, including inadequate funding, 
inequities in access to health care, lack of sustainable human resources to provide 
quality health care and inadequate access to medicines. The private health sector 
also poses challenges, particularly in terms of unsustainable increases in expenditure. 
Failure to integrate the public and private health sectors, despite the existence of clear 
policies, remains a challenge. Other challenges include low bed occupancy in the 
private sector, while there is overcrowding in the public sector. Common to both 
sectors are difficulties in adequately treating TB patients, 


1.4.4 Challenges facing the public health sector 
1.4.1.1 Public health care expenditure 


Probably the greatest challenge that has faced the public health sector since the 1994 
democratic elections is the stagnation in funding for the public health sector. In real 
per capita terms (i.e. after taking account of inflation and population growth), 
government expendilure on the health sector declined consistently from the mid 1990s 
until 2002, and only returned to its 1996 levels in 2005 (McIntyre et al. 2007). This 
was largely due to the constrained government expenditure associated with the GEAR 
policy. Since 2005, there have been some increases in real per capita public health 
budgets 


South Africa has a two-tiered heaith system, with a large private sector serving the 
higher income minority, while the public sector serves the majority of the population. 
The figure below provides an overview of the structure of the health system and the 
flow of funds in the system. About 40% of total health care funds in South Africa flow 
via public sector financing intermediaries {primarily the national, provincial and local 
Departments of Health), while 60% flows via privale intermediaries Medical schemes 
are the largest financing intermediaries, accounting for nearly 46% of health care 
expenditure, Provincial health departments follow as the next largest intermediary 
with 38% of all health care funds flowing via them Households’ out-of-pocket 
payments directly to health care providers also account for a sizeable contribution, at 
nearly 14% of all health care expenditure 


About 14% of the population are members of medical schemes: this group largely uses 
private for-profit health services. The General Household Survey (Statistics South 
Africa 2004) suggests that a further 219; of the population uses some services in the 
private sector (mainly generar practilioners and retail pharmacies! and pays fer these 
services on an out-of-pocket basis However, this group is heavily dependent on the 
public sector far specialist and inpatient care The remaining 65% of the population Is 
entirely dependent on the public sector. 
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1.4.1.2 Inequity in access to health care 


The public health sector faces a range of challenges. A key challenge nas besa Dat of 
constraints in access to health services for people dependent on pubis scier services. In 
particular, many South Africans did not have good geographic access te cere. Over the past 
14 years, government has tried to address this problem through the Presidential Clinic 
Upgrading and Building Programme which prioritised underserved areas. By 2005, more 
than 1,300 clinics and health centres had been built with the aim of increasing access to 
health services for all, especially the poor, bringing the. number of clinics in the public sector 
to more than 4 500, Despite these achievements; a number of challenges remain. 


In a population survey undertaken in 2005, the majority of respondents used public health 
services (hospitals=45.4% or clinics =25.2% total public sector =70.6%), with a total private 
sector 26.2%), and the remainder utilised mining hospitals or traditional healers (Shisana, et 
al 2007). When asked whether they had difficulty affording health care, including the cost of 
prescription medicines, 16.6% or 5,2 million responded in the affirmative. 


More than haif (51.996) of South Africans using public hospitals and more than 54.996 using 
the private hospitals say the health system needs a lot of improvement; people wait too long 
before being served. Satisfaction levels: 16% in public hospitals and 13.3% in private 
hospitals. The same results were found in public clinics (42.9%) and private clinics or GPs 
(54.5%), suggesting large dissatisfaction (Shisana, et al, 2007) 


The government also initiated a hospital rehabilitation programme with the aim of revitalising 
existing public hospitals or building of new ones, So far, more than 249 out of the more than 
400 hospitals have undergone renovation and 18 new hospitals were built, of which 3 were 
major teaching hospitals (Department of Health, 2006/7). However, of the R2.1 billion 
allocated for hospital revitalisation in 07/08, R241 million was unspent, suggesting there is a 
need to increase capacity to implement this programme. 


These infrastructure development programmes have been accompanied by a relative 
redistribution of financial resources between geographic areas. The gap in per capita public 
sector spending between the most well resourced and least resourced province has reduced 
from a five-fold difference in 1992/93 to a two-fold difference in 2005/06. If spending on 
central hospitals, which are intended to serve ali South Africans even though located in only 
a few provinces, is excluded, the gap has reduced to a 1 8 times difference (McIntyre 2007) 


Another access dimension that has posed problems for South Africans is that of affordability 
of health services. A key government strategy to address this problem was announced by 
the then President Mandela in 1994 as part of his 100 days in office plan. He announced that 
all pregnant women and children under six years of age would have free access to health 
care at all public sector facilities. This was followed in 2006 by the introduction of free care 
for all (except those covered by medical schemes) at all public sector primary health care 
facilities These policies have been crilical in improving financial access to health care for 
poor Sauth Africans 


These policies have resulted in the number ot clinic visits increasing tremendously fren 67 
million in 1998 to more than 98 million in 2004; with visits increasing from an average of 1 8 
lo 2 ! per person per year during this period 


1.4.1.3 Challenges in securing and sustaining human resources 


There is a serious maldistribution of health workers in the country, with 60% of the nurses 
and 40% of the doctors serving 85% of the population using the public health sector. Most of 
the health workers work in urban areas while there is a serious shortage in the rural areas. 
The disproportionate distribution is also by province, with the Western Cape and Gauteng 
having high numbers of doctor-to-population ratios when compared with the rest of the 
provinces. 


Nurses form the backbone of the health cate system, and yet they are in short supply. This 
is largely due to a number of factors including cuts in the provincial budgets and the closure 
of nursing colleges, which has resulted in fewer nurses being trained. But even those who 
were trained do not all go on to practice in this country. For example, it is estimated that 
about 67% of nurses who trained in the period 1997 to 2005 do not appear on the South 
African Nursing council register (Breier, et al, 2008). Some leave the country to seek greener 
pastures in countries that pay them higher salaries such as Saudi Arabia, Oman, UK, US, 
Canada and Australia 


Another indicator of the shortage is the vacancy rate. PERSAL data suggest that the 
vacancy rate was between 31.5% in 2006 to 36 % in 2007 (HST, 2007), which translates to 
25 701 nurses that would be needed for different positions (Breier et al., 2008). However the 
authors also quickly remind us that vacancies cannot necessarily be equated with demand, 
because they may reflect frozen posts due to lack of funding. A good measure of shortage is 
failure to fill vacant posts following advertisements. Researchers at the HSRC found that the 
vacancy fill rate for registered nurses and midwives was 56%, suggesting that there is a 
shortage of nurses in general, Some of the reasons given by employers for failure to fill the 
vacant posts were that nursing is not a well-paying job, that it has low recognition, low 
promotion potential and long unsociable hours of work, that nurses run the risk of contracting 
HIV and that many migrate to other countries (cited in Breier et al., 2008). А maior concern 
is that 16% of health workers are living with HIV (Shisana, at al, 2004) and 18.9% are 
classified as eligible for ARV therapy (Connelly, et al., 2007). 


Linked to the issue of nurses is the shortage of medical practitioners. Access to quality 
health care for the majority of the population of South Africans using the public health sector 
is seriously hampered by inadequate supply of medical practitioners. Many migrate to the 
north in Europe, the Americas (north), Australia and New Zealand In 2001, the OECD 
estimated that 8,921 doctors were in these regions. Some of the reasons advanced for 
migration of these doctors included crime, deteriorating public education, better pay abroad, 
deteriorating conditions in the public sector and foreign recruitment. These are challenges 
that the state will need to address if South Africa is to retain the doctors that it trains at heavy 
cost of R780 000 рег doctor (figure cited Breier and Wildschut, 2006) 


The shortage of doctors and nurses has happened at a time when the size of the population 
dependent on public sector services has been increasing, and the burden of ill-health among 
the population, primarily due to the HIV/AIDS and associated TB epidemics has also 
increased. As indicated above, utilisation of public sector services has also increased 
considerably during this period This has placed incredible strain an public sector health 
services, and on the staff who work in public sector facilities 


Professional assistants or mid-levei workers are a relatively new cadre of semi-skilled health 
care workers in the health sector in South Africa. This cadre of workers improves access to 
health care to all sectors of the population based on the Primary Health Care Approach, 
irrespective of geographical location. by making up for the scarcily or absence of 
professionals such as doctors. dentists. pharmacists, physiotherapists or nurses, ett 
Professional assistanis work (9 = 1=ат-сазес setting under the supervision of a qualified 
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professional. Depending on the field they are functioning in, they have been given many 
different titles, e.g. physician assistant, clinical associate, medical assistant, health assistant, 
health officer, nurse practitioner, nursing assistant, dental auxiliary, physiotherapy assistant, 
dental technician, speech therapy and audiology assistant and pharmacy assistant. 


Professional assistants play a particularly important role in staffing rural health centres, 
primary health facilities and district hospitals, to bridge the gap between the urban and rural 
divide, and well resourced and under-serviced areas. Medical, pharmacist and nursing 
assistants also play a role in larger hospitals where they assist health professionals in their 
tasks. The midlevel workers have to address the challenges presented by the big shortages 
of medical, nursing, pharmacist and dental professionals available for the great demand for 
health workers in the population. 


In South Africa, the development of this cadre of health worker has been informed by the 
Department of Health Strategy document on Health Human Resources (The Pick Report) 
and subsequently the 2006 DoH National Human Resources for Health Plan, to address 
shortages of various health professional groups, to facilitate the implementation of the 
primary health care (PHC) package within the country. Professional assistants (PA) have to 
receive training that will provide them with a higher skill level than basic assistants. The 
program for training is meant to ensure that skills acquired are appropriate to the level of 
work they are to execute and complements the functions performed by other team members 


A challenge with professional assistance is that whilst it provides ‘relief’ to shortages of 
health professionals, it may reduce the perception of the urgency with which the whole 
health system needs to be restructured, Failure to deal with the ‘push’ factors in rural and the 
public sector may result in professional assistants being the backbone of the human 
resource component in the public health system and providing care without the supervision 
of professionally qualified staff. 


Another challenge pertains to role clarification, scope of practice overlap and formalisation of 
roles in relation to the professions thal are supervisory to the PA or who are supervised by 
the PA. This will ensure that potential conflict of interests and confusion around roles and 
responsibilities is avoided. This challenge has manifested as attrition of professional 
assistants lo the private sector such as is the case with pharmacy assistants or career 
diversion to the supervisory profession as a career-pathing solution as has been the case 
with dental assistants who have gone on Io study for dentistry 


1.4.1.4 Access to medicines 


Another challenge facing the public health sector is the shortage of drugs at health facilities 
especially AIDS drugs. Recently there were reports in the media about shortages of 
antiretroviral drugs experienced in the Free State and also in the country To avert this 
crisis, the budget for Pharmaceutical Services in the Provinces must be ring fenced and be 
under the direct supervision of the Head of Pharmaceutical Services. This will greatly 
facilitate timeous payment of manufacturers who have supplied the products, This will then 
not disturb the manufacturing, delivery, payment cycle. Secondly, usage data on 
pharmaceuticals at the Province should be accurately captured and analysed so (hat correct 
estimates of quantities required can be put together. These estimates are very crucial during 
the award of tender, so that the manufacturers can appropriately plan their manufacturing 
and delivery logistics. Careful consideration should be given to the ability of manufacturers 
who win the tenders , to manufacture and supply. At times this capacity does not exist and 
leads to unavailability of medicines and shortages of quantities to be supplied. The 
intelligence on this crucial issue has to be consolidated with the State Tender Board that 
evaluates submissions and awards tenders. There is also a need to implement the 


Polokwane resolution to establish a state company to produce drugs as a means of reducing 
the cost of medicines. 


1.4.2 Challenges facing the private health sector 
1.4.2.1 Private health care expenditure 


In contrast to the public sector, expenditure in the private sector has continued to increase, 
at rates far exceeding the inflation rate, on an annual basis since the 1980s. Membership of 
medical schemes has become increasingly unaffordable for South Africans; as expenditure 
increases, so do the contribution rates or premiums that are charged by medical schemes. 
In the late 1980s and early 1990s, contribution rates were increasing at between 25% to 
30% per year in real terms (McIntyre et al., 1995). The rate of annual contribution increases 
has reduced dramatically in recent years, but the average annual real increase in 
contributions of 796 between 2000 and 2005 is still of concern. Although medical scheme 
membership increased from about 6.5 million in the early 1990s to 6.9 million by 1997, the 
absolute total number of beneficiaries decreased in some years thereafter and had only 
reached 6.9 million again by 2005. Medical scheme membership has declined considerably 
as a percentage of the population, from 1796 of the population being members of medical 
schemes in 1992 (Mcintyre et al. 1995) to less than 15% in 2005 (Council for Medical 
Schemes 2006). 


The main cost drivers of medical schemes expenditure have been private hospitals, 
specialists and medicines, medical administration and brokers. While in the 1980s and first 
part of the 1990s, expenditure on medicines was increasing more rapidly than other 
categories of medical schemes expenditure, expenditure on private hospitals has seen the 
most rapid increases in the latter part of the 1990s and the 2000s (McIntyre and Doherty 
2004). Real per beneficiary expenditure on specialists increased by 5396 between 1997 and 
2005, while that on hospitals increased by 7496 over this period. Very little of the hospitals 
expenditure was directed to public sector hospitals; spending on private hospitals accounted 
for 98.5% of all medical scheme expenditure on hospitals in 2005 (Council for Medical 
schemes 2006). Medical scheme expenditure on hospitals per beneficiary increased three 
times more rapidly than inflation between 1997 and 2005 (Mcintyre et al. 2007). 


There are a range of reasons for the large increases in medical scheme expenditure, 
including the fee-for-service reimbursement mechanism which encourages providers to 
supply more services than may be strictly necessary from a clinical perspective. There has 
also been a growing imbalance in the relationship between purchasers (medical schemes) 
and providers. This is particularly the case with private hospitals, where three large hospital 
groups own about 84% of ail private hospitals (van den Heever 2007). 


1.4.2.2 Low bed occupancy rates 


South Africa had 684 hospitats in 1990, and Baragwanath Hospital had nearly 3,000 beds. In 
1989, South Africa had 143,519 hospital beds at a ratio of 4.8 per 1,000 people in the 
population. In 2005 South Africa had 28 beds per 10 000 population in both the public and 
private sectors. The public sector had 63 regional and 14 tertiary hospitals with some 100 
000 in these regional and tertiary institutions serving 8096 of the population. The current 
public hospitals occupancy rate is above 80% 


Ten years ago there were 161 private hospitals, with 142 of these in urban areas. In 2006 
the private sector increased its for-profit hospital numbers by more than 34% from about 164 
hospitals in 1998, to 216 hospitals in 2006. Whilst hospital beds in the public sector are 
reducing, the number of private hospitals and clinics continue to grow The private sector 
has added almost 7 000 beds between 1998 and 2006 The 2007-2008 Council for Medical 
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South Africa, with an additional 4,000 added between 2004 anc 2002 Tas == сесирепсу 
rate in the private sector is currently at 65%. and the bed over-succty is rows 10,000. The 
bed occupancy increased slightly from 62,0996 to 64.5296 between 2005 and 2007. The 
mining industry also provides its own hospitals, and has 60 hoscitals amc clinics around the 
country in which surplus capacity resides,, 





The admission rates to private hospitals increased to 180.6 рег 1 000 beneficiaries from 171 
per 1 000 beneficiaries in 2006, and this translates to the number of admissions increasing 
by 7.3%. However, the number of medical aid.beneficiaries admitted to public hospitals 
decreased slightly to 8.0 per 1 000 beneficiaries in 2008 from 8.2 per 1 000 beneficiaries in 
2006. The 2007-2008 CMS Annual Report, also indicates that the utilisation of private 
hospitals (including day clinics) per 1 000 beneficiaries reflects a downward trend in the 
number of beneficiaries admitted. 


The 2007-2008 CMS Annual Report reflects increases on the total amount spent on 
healthcare in the private sector by schemes. Schemes paid R20.2 billion (36.0% as % of 
total spent} to hospitals. This increase translates to a 12.5% unadjusted increase or a 5.3% 
real increase in expenditure on private hospitals when adjusted for inflation. Existing 
members of schemes pay indirectly for the full cost of all unoccupied beds (the surplus 
10,000 beds) through iincreases in utilization and hospital stays. This is confirmed by the 
results of a study conducted in 2008 by Deloitte & Touché on private hospitals on behalf of 
the Hospital Association of South Africa, The results confirm that to address the 
inefficiencies, more patients occupy hospital beds on week days than over week-ends. This 
variation in bed occupancy is predominantly as a result of increased utilisation (1.91%) and 
to a lesser extent (0.52%) as a result of increased length of stay in the hospital driven largely 
by an increase in chronically ill patients. 


The CMS Annual Report also indicates that specialists, are the key drivers of increased 
hospital utilisation and costs, as they are the professionals who predominantly admit patients 
in private hospitals, Specialists generate around 70% to 80% of hospital costs incurred, 
aside from their own professional fees and costs. Private hospital cost increases are also as 
a result of the excessive issuing of licensing for acute beds and expensive technology by 
provincial health administrations. 


1.4.2.3 inability to adequately treat people with TB 


According to the Department of Health and the WHO, South Africa is one of the 22 High 
Burden Countries thal contribute approximately 80% of the total global burden of all TB 
cases It has the seventh highest TB incidence in the world as a result of the double burden 
of disease as a result of co-infection with HIV, South Africa has seen a rise in the incidence 
of tuberculosis in Ihe adull populalion with a threefold increase in Ihe numbers of people with 
TB fram 109,000 in 1996 to 341,165 in 2006 or 269 cases af TB cases per 100,000 
2opulation to 720 per 100,000 population. This has resulted in increased morbidity, mortality 
and poor performance on our Millennium Development Goals 2015 target 


Drug resistant TB arises as a result of failures of the health system to adequately deal with 
patents who have TB According to the Drug Resistant Surveillance, MRC (2001-20021, the 
eroportion of people with extra-pulmonary TB trebled to around 1596 and the proportion of 
ceople who were co-infected with HIY on 2002 was around 55% TB patents who are HIY 
2ositive need to commence ARV's early. |n addition, 900 cases ot Extensive Drug Resislani 
TB were reported between 2004 and 2007. Although the cure rales and treatment success 
nave gradually increased from over the last five years with 66% іп 2000 о 708 1n 2004. the 
defaulter rates remain high This nas crealed hurdles in achieving the tareeis for iresiment 
success and cure and has increased the probability fer drug resistance 


The most critical component in the management and eradication of TB pertains to 
addressing the social determinants of TB. These include poverty eradication, nutrition, 
housing and improvement of living and working conditions. However, effective public health, 
as well as clinical interventions, is also critical in ensuring adequate and effective 
management and eradication of TB and its complications. To this effect, the Department of 
Health developed the Draft Tuberculosis Strategic Plan for South Africa 2007-2011. 


The Plan has identified systemic challenges in the management of TB and reflects that 
“major deficiencies” that have impacted, very negatively on South Africa's ability to eradicate, 
contain, manage and prevent TB and its complications. These relate to provision and 
allocation of resources including skewed provincial allocations, quantity and quality of human 
resources, TB-HIV collaboration, access to diagnostic services and the proper use of the 
reporting and recording system. On access to diagnostic services, the Plan indicates that the 
smear conversion rates for the year 2006 show that one in three patients (28%) do not have 
sputum results available to confirm the diagnosis TB and /or its complications including 
extra-pulmonary TB or the MDR and XDR. The challenge of quantity and quality of human 
resources requires a rigorous effort to strengthen the programme through training and 
supervision. 


1.4.3 Challenges in terms of the public/private health sector mix 


A significant challenge facing the South African health system is to address the inefficient 
and inequitable distribution of resources between the public and private health care sectors 
relative to the population served by each. Table 2 summarises the disparities that exist 
between these two sectors in relation to hospital beds and human resources. There is more 
than twice as many hospital beds per beneficiary of private sector hospital services as there 
are for those dependent on the public sector. The disparities are even greater in relation to 
health professionals; each pharmacist in the public sector serves 12 to 30 times, and each 
generalist doctor in the public sector serves 7 to 17 times, more people than those in the 
private sector (depending on whether one focuses only on the medical scheme population or 
assumes that up to 3696 of the population use private pharmacists and private general 
practitioners). There is a six-fold difference in the number of people served per nurse, and a 
23 times difference in the number of people served per specialist doctor, working in the 
public and private sectors in South Africa. 


Table 2: Distribution of health care resources between public and private sectors 
(2005) 














| Private sector —— | РчЫіс ѕесќіог — | 
| Population per general doctor __ | (243) 588* | 4193 | 
| Population per specialist _ | 470 | 10.811 | 
| Population per nurse | 102 [eus | 
| Population per pharmacist | 1765} 1.852" | 22,879 | 
| Population per hospital bed | 194 | 399 


* Data in brackets represents only medical scheme members (14 896 of the population). 
main estimate assumes that private GPs and pharmacists may be used by up to 35.896 of 
South Africans. 

Source: Data on personnel and bed numbers from Health Systems Trust's South African 
Health Review, 2005/06 


What is of considerable concem is that public-private mix disparities have deteriorated 
remarkably over the past decade (see Figure 2) While real expenditure per medical 
scheme member (health care benefits and administration and other management costs) 
were about three times greater than goverment health care expenditure per person who is 
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not a medical scheme beneficiary in 1996, the difference in expenditure was about six times 
greater on medical scheme beneficiaries by 2006. This is due to the faci that real per capita 
expenditure in the public sector was relatively stagnant over this period, while medical 
scheme contributions and expenditure have been growing at rates far exceeding overall 
inflation throughout the period. This pattern of diverging public and private sector 
expenditure patterns was seen throughout the 1990s as well. 


Figure 2: Trends in real per capita health care expenditure in public sector and 
medical schemes (2000 base year); 1996-2006 
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The incidence of health care financing and service benefits in South Africa 


The disparities in health care financing and service benefits alluded to above can best be 
illustrated through comprehensive financing incidence and benefit incidence analyses. A 
financing incidence analysis determines which socio-economic groups bear what burden of 
funding health services, A benefit incidence analysis determines what benefit (expressed in 
monetary terms) different socio-economic groups derive from utilising health services, 
These analyses enable one to assess how equitable a health system is; financing is 
regarded as equitable if contributions to funding health care are according to ability to pay, 
and health service use is regarded as equitable if benefits are distributed according to need 
for health care 


Figure 3 shows the distribution of the burden of health care financing across socio-economic 
groups !t shows that the poorest 20°% of the population (quintile 1? contribute almost 6?» of 
their household income towards funding health care, This is mainly through making out-of- 
pocket payments (e.g. fees alt public hospitals or payments to a private GP or pharmacy) 

and through tax contributions (in the lowest income households. this mainly takes the form of 
indirect taxes such as VAT, excise duties, fuel levies etc.) This is similar fer the next two 
quintiles. The richest 20% of the population contribute about 18% of their household income 
towards health care, with most of this in the form of contributions to medical schemes: their 
contributions to health care funding in the form of out-of-pocket payments and general tax 
payments is less than 8% of their income. The second richest 20% of the population 
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contributes just over 10% of their average household income to health care payments, with 
nearly 6% being in the form of out-of-pocket payments and general tax payments. 


Figure 3: Incidence of health care financing tn South Africa, 2006 
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Source: Ataguba and McIntyre (2009) 


Figure 3 clearly indicates that payments towards the cost of health care are progressive in 
South Africa (i.e. payments to health care as a percentage of household income increases 
as the level of income increases). However, it should be noted that almost all of the 
"progressivity' of health care funding is attributable to medical scheme contributions as it is 
only the richest groups which contribute to medical schemes. However, it is also only those 
who contribute to medical scheme who benefit from funds in medical schemes. The 
distribution of health care funding in the form of out-of-pocket payments and general tax 
payments is relatively evenly distributed across socio-economic groups — although general 
tax payments are progressive, they are only slightly so, with the poorest 809^ of the 
population (quintiles 1 to 4) bearing a very similar burden of funding these payments. 


The fact that a large share of health care funding is attributable to medical schemes 
contributions and that only a small share (1495) of the South African population benefit from 
the services funded by these schemes heavily influences the distribution of benefits from 
health care utilisation across socio-economic groups. Figure 4 shows that benefits are 
heavily concentrated on the richest 4096 of the population, who receive about 6096 of the 
health care benefits. This is particularly due to the use of private providers by this group, but 
also due to this group deriving the greatest share of benefits from the most highly 
specialised public hospitals 
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Figure 4: Comparing total benefit incidence with levels of health care need 
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Source: Ataguba and Mcintyre (2009) 


*Vnat is even more striking is that health care benefits are not distributed in line with need’ 
for health care services. The benefit incidence of health care in South Africa is very ‘pro- 
nch’, with the richest 20% of the population receiving 3696 of total benefits (despite having a 
health need share’ of lees than 1096) while the poorest 20% receive only 12.5% of the 
~énefits (despite having a ‘health need share’ of more than 25%). 


In summary: “there is a lack of cross-subsidies in the overall health system in South Africa. 
Although health care financing is ‘progressive’, this is largely due to the riéhest groups 
Searing the burden of medical schanve funding: however, the richest groups are (he 
exclusive beneficiaries of these funds. It is indisputable that benefit incidence in South 
Africa is inequitable; benefits from health care are not distributed according to the need for 
health care" (Ataguba and Mcintyre 2009). 


1.4.4 Purpose of this Plan 


The aim of this plan is to translate the Nationa! health insurance policy into a plan. This plan 
does three things: 


а layoul what the challenges of the health system аге 

b outlines plans to respond to the challenges, which will require an annual 
operational plan 

© provides costing estimates of the National Health Insurance 

d provides details of the key elements that must be con. In the transitional 
arrangements of working towards a national health insurance system for South 
Africa 


in order to measure the distribution of need across socio-economic groups. hiousehcld survey data 
must be used In this case, seif-assessed health status ts used as the measure of need. This s ће 
most widely used househoid survey based indicator of need for health care used in iniernartonar 
swdies. 


CHAPTER 2: STRUCTURE OF THE NATIONAL HEALTH INSURANCE 
AUTHORITY 


2.1. Rationale for the establishment of an NHI in South Africa 


The status quo in the South African health system in Chapter 1, cannot remain. On the one 
hand, the public health sector has been systematically under-resourced over the past 
decade; this sector has had to cope with very limited financial, human and other resources at 
a time when the burden of ill health was increasing dramatically. On the other hand, the 
amount of financial and human resources located in the private health sector has been 
increasing equally dramatically for several decades, despite the fact that medical schemes 
have been unable to extend insurance coverage to a greater section of the population. 


The rationale for introducing a National Health Insurance is that it would provide a 
mechanism for improving cross-subsidies in the overall health system, whereby funding 
contributions would be linked to an individual's ability-to-pay and benefits from health 
services would be in line with an individual's need for care This wauld be achieved through 
having an integrated funding pool. 


2.1.1. Public and Political Support for the National Health Insurance 


There is public and political support for the establishment of the national health insurance as 
a means to increase access to good quality health care for all. The Human Sciences 
Research Council conducted a national household survey of the South African population in 
2005 and included questions on the desirability of the national health insurance. Interesting 
results were found. When asked "Which of the following is more important: Providing health 
care coverage for all South Africans even it is means raising taxes or holding down taxes 
even if it means some South Africans do not have health care coverage?” a surprisingly 
large percentage indicated that it is more important to provide health care coverage for all 
(54.796), while a small percentage (21.2%) said it is better to hotd down taxes 


Participants were asked “Which would you prefer: The current medical aid system or a 
universal national health insurance programme?” and a surprising 46.5% of all South 
Africans indicated that they would prefer a universal national health insurance over the 
current medical scheme, and a small proportion preferring the existing medical schemes 
(26.9%), and 26 6% not expressing an opinion (Shisana, et al., 2006). 


A more recent national household survey, conducted in 2008, shows that there is even 
greater support for NHI amongst the general public than previously recorded. There is a 
good understanding of the need for pre-payment to ensure financial protection from the 
costs of health care with 76% of all respondents agreeing with the statement: “| would agree 
to pay a small amount each month so that if | get sick, health care will be free, even if | am 
not sick now" More than two-thirds of respondents (6796) agreed with the statement "I 
would join a publicly supported health insurance scheme if my monthly contribution was less 
than for current medical aid schemes” Importantly, an even greater number of medical 
scheme members (71%) agreed with this slatement, strongly suggesting that there is 
widespread dissatisfaction with the high costs of medical scheme membership. Another 
important finding of this survey is that despite reported widespread concern about the quality 
of care in public sector facilities, 7396 of South Africans agreed with the statement: "| would 
join a publicly supported health insurance scheme if | could use public health services for 
free" (McIntyre et ai 2008} 
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2.1.2. Economic reasons for introducing the National Health Insurance 


There are a number of sound economic reasons for pursuing a national health insurance in 
South Africa. In particular, public funding of health services is in effect an investment; as 
noted by the World Health Organisation's Commission on Macroeconomics and Health: 
“Investments in health are essential for economic growth and should be a key component 
of national development strategies. ... The links between ill health and poverty are now well 
known. Poor and malnourished people are more likely to become sick and are at higher risk 
of dying from their illness than are better off and healthier individuals. IIl health also 
contributes to poverty. People who become ill are more likely to fall into poverty and to 
remain there than are healthier individuals because debilitating illness prevents adults from 
earning a living, Illness also keeps children away from school, decreasing their chances of 
a productive adulthood" (World Health Organisation 2005; our emphasis) 


Not only will public spending on the health sector contribute to economic growth through 
mproving the health status, and hence productivity, of the population, but also through 
smployment creation for health care professionals. The health sector is very human 
resource intensive and it is well documented that the South African health system, 
earticularly the public sector, is significantly understaffed relative to what is required to 
address the health care needs of the population. The NHI, through its integrated funding 
200! and cost-containment benefits (see later), will provide the financial resources to fill 
currently vacant posts within the public health sector and open new posts. In addition, 
2cditiona! employment opportunities will be created for trainers of health professionals in 
*ertiary education institutions (including nursing colleges), given the urgent need to increase 
nealth professional training outputs. 


^nother key macroeconomic benefit that the NHI will provide is cost-containment within the 
nealth sector, At present, the health sector accounts for a sizeable share of the economy (al 
around 8% of GDP), As indicated in Figure 1,2, the medical schemes sector is the 
component that is experiencing increases in expenditure that far exceed inflation, despite 
serving a small share of the population and the population share not increasing. The most 
mooertant factor contributing to these expenditure increases are increased fee levels charged 
ay nealth care providers, rather than increased health service outputs. This is in large part 
sus to a mismatch in the balance of power between a large number of fragmented 
surchasers (medical schemes) and concentration among health care providers. The system 
= a single NHI purchaser has been shown internationally to contribute greatly to cost 
seniainmenl in Ihe health sector 

Fere are two major benefits from such cost-containment. Firstly, the health sector wilf be a 
eave efficient (in the sense of increasing service outputs with available financial resources! 
waibutor to the South African economy. Secondly, there are frequently concerns about 
otential macroecononic impact of an NHI ín terms of increasing (ће cost of labour 

^ thal employers will pay part of the NHI contribution). As will be demonstrated in the 

mater on NHI costing, the NHI contribution will not impose a greater burden on emplovers 
пет [he current medical scheme contributions. More importantly, the inbuilt cost- 
ewaainment mechanisms within the NHi will ensure that employers are not faced with 
Sees: contribution increases at far above the inflation rate as currently occurs wilh medical 
feme contributions 
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2.1.3 Constitutional rationale for introducing the National Health Insurance 


At present funding for health services in South Africa is fragmented on a number of different 
legislative and policy planes which leads to inefficient utilization of resources, wasteful 
duplication of health cover and unnecessary overlapping of functions between various 
agencies. People continue to fall ‘between the cracks’ in the system with the result that their 
constitutional rights to human dignity, bodily and psychological integrity and access to health 
services are being compromised. It is necessary to create a single focus for the funding of 
health care services that respects the rights of the wealthy, the poverty- stricken and all 
those in between alike 


The constitutional mandate of government to ensure the progressive realization of the right 
of access to heaith services requires the most efficient and effective utilization of resources 
in order to ensure such access for South Africans and permanent residents. There are 
urgent health care needs, for example those of the elderly, the indigent and very young that 
are not being adequately met due in part to the continued fragmentation of the current 
system combined with historical inequities within that system. 


The status quo in the South African health system, as outlined above, cannot be 
perpetuated. On the one hand, the public health sector has been systematically under- 
resourced over the past decade; this sector has had to cope with very limited financial, 
human and other resources at a time when the burden of ill health was increasing 
dramatically. On the other hand, the amount of financial and human resources located in the 
private health sector has been increasing equally dramatically for several decades, despite 
the fact that medical schemes have been unable to extend insurance coverage to a greater 
section of the population. 


The rationale for introducing a NHI is that it would provide a mechanism for improving cross- 
subsidies in the overall health system, whereby funding contributions would be linked to an 
individual's ability-to-pay. Benefits would be in line with an individual's need for care and not 
on the person's ability to pay. Health services would be accessible to all on an equitable 
basis, on the principle of non-discrimination. 


In view of the challenges facing the public health system and the inequities in the national 
health system due to the prevailing two-tiered system (described in Chapter 1}, the 
introduction of a National Health Insurance system aims at strengthening the under- 
performing public sector and pooling resources in both sectors in order to progressively 
realise the right of all to access quality health care services The introduction of a National 
Health Insurance system will go a long way towards establishing a health care system in 
compliance with our constitutional rights 


2.1.3.1 The right to health as a human right 


The South African constitution is a transformative ane, that seeks to transform economic 
and social conditions inherited from apartheid to a more equitable one- where human dignily, 
equality and advancement of human rights and freedoms, non-racialism and non sexism 
form the founding values of the constitution It is also, one of the few constitutions in the 
world that includes socio-economic rights in the Bill of Rights These include the right to 
access health care services as well as the underlying determinants of health such as the 
right to clean drinking water. the right to adequate housing, the right to clean and a safe 
environment, the right lo sufficient food & nutrition and social security. For a person to enjoy 
good health it is therefore essential that the underlying determinants of health are also 
enjoyed. In other words these rchts are indivisible and interdependent and governments are 
obliged to take steps to ensure thai everyone has access to quality health care. 
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2.1.3.2 What is the right to health? 


It is a right to the enjoyment of a variety of facilities and conditions that ers necessary for 
good health. These can be divided into two basic components: those related to health care 
and those related to general living conditions affecting health, such as safe water, food, 
sanitation and shelter. More specifically, the right to health can be understood as a right to 
an effective and integrated health system, encompassing health care and other determinants 
of health. 


Several clauses enshrined in the constitution are related to the right to health. The principal 
clause guaranteeing universal access is: 


= $ 27 (1) that states “Everyone has the right to have access 
a) to health care services, including reproductive health care...“ 
(b) sufficient food and water 
(c ) social security & social assistance 

* $27 (2)The state must take reasonable legislative measures within its available 
resources, to achieve the progressive realization of each of these rights 

" Access right to health care services and not the highest attainable physical and 
mental health 

" $27 (3)No one may be denied emergency medical treatment 

= $ 35(2)(e) provides for “adequate medical treatment" for detainees and prisoners at 
the State's expense 

* S24" every one has a right to an environment that is not harmful! to their health or 
well-being. 

Other rights, such as the right to life, the right to safety and security of person, the right 

to bodily and psychological integrity are also relevant to the right to health. 


The constitution also provides for equity and non-discrimination in section 9 of the 
constitution and this clause is fundamental to equal access for ali South Africans to 
access heallh care on the basis of non-discrimination. 


2.1.3.3 The States Obligations 
" S7 (2) - The state must respect, protect, promote and fulfil the right in the Bill of 
Rights 


Section 27 (1) has an internal limitation clause: 
« $ 27(2) ~ state must take reasonable measures — within its available resources to 
achieve progressive realízation of the right 


2.1.4 International Obligations with respect to the ríght to health 


According to the UN Committee on Econonic, Social and Cultural Rights (CESCR} the state 
is obliged to put into place national plan and legislation on how achieve targets over 
specified time periods in order to provide quality health care for all According to the Limburg 
Principles, states must take immediate steps to provide minimum core entitlements and has 
move expeditiously toward the progressive realization of the right This means that states 
have to report to the UN Committee on Economic, Social and Cultural Rights on what 
measures they have taken to realize the right! to health. States cannot abrogate their 
responsibilities by invaking the lack of available resources clause but have to show thal 
available resources have been efficiently utilized 


The state is obliged to 
* provide equitable distribuuon of health facilities, goods and services 


* Adopt & implement a nation public health strategy and plan of action based on 
epidemiological evidence 

Devise and review strategy 

Address health concerns of whole population 

Give particular attention to vulnerable groups 

Prevent, treat & control epidemic & endemic diseases 


South Africa also has international and regional obligations due to the fact that is either 
signatory or ratified several human rights ins{ruménis that contain the right to health. 
Amongst these are the Universal Declaration of Human Rights, the International Covenant of 
Economic, Social and Cultural Rights, The African Charter of Human and People’s Rights, 
the Covenant of the Rights of the Child, The Covenant for the Elimination of all Forms of 
Discrimination Against Women, The SADC Declaration against AIDS amongst others. 


The state is therefore obliged to provide a national health service that provides quality care 
and is accessible to everyone without any form of discrimination. 


2.1.4.1 What is the meaning and content of the right to health? 


> 


Minimum Core Entitlements 

In General Comment No.3 the CESCR enjoins States parties to ensure the 
satisfaction of minimum essential levels of all the rights enunciated in the ICESCR [1] 
Failure to do constitutes a violation of the right. In CESCR’s view, this core includes 
at least (amongst others) 

to provide essential primary health care 

to ensure equitable distribution of heaith facilities, goods and services; 

to provide of essential drugs as defined by WHO's Programme on Essential Drugs; 
to adopt and implement a national public health strategy and plan of action on the 
basis of epidemiological evidence, addressing the health concerns of the whole 
population; the strategy and plan of action shall be devised and periodically 
reviewed 


The Committee also confirms that obligations of comparabie priority include taking measures 
to prevent, treat and control epidemic and endemic diseases 


= The Normative Content of the Right to Health is based on four principles: 
(General Comment No. 14 of CESCR) 


Availability 
Accessibility 
Acceptability 
Quality 


Availabilty; Must be a functioning public health system & health care facilities Goods, 
services & programmes must be available in sufficient quantity for all. They will 
include the underlying determinants of health. such as safe and potable drinking 
water and sanitation facilities, hospitals, clinics and other health-related buildings, 
trained medical and professional personnel receiving domestically competitive 
salaries, and essential drugs, as defined by WHO's Action Programme on Essential 
Drugs. 


Accessibility has four overlapping dimensions 

Non-discrimination- Heatth facilities. goods and services must be accessible to all, 
especially the most vuineranie ar marginalized _. in jaw and in fact, without 
discrimination or any of je sronoied crounds-sex, race, age. disability 
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+ Physical accessibility- Health facilities, goods and services musi f= woes sei. 
physical reach for all sections of the population, especiaily volneecie or marginalized 
groups.[1] — rural populations, poor, indigenous peoples, cleer s¢rscns. Accessibility 
further includes adequate access to buildings for persons wi cisabnities 


e 


* Economic accessibility (affordability) - Health facilities, goods and services must be 
affordable for all. Payment for health care services must be based on the principle of 
equity. Equity demands that poorer households should not be disproportionately 
burdened with health expenses as compared to richer households 

» Information accessibility- includes the right to seek, receive and impart information 
and ideas concerning health issues. However, accessibility of information should not 
impair the right to have personal health data treated with confidentiality, 


3. Acceptability- All health faciltties, goods and services must be respectful of medical 
ethics and culturally appropriate, sensitive to gender and life-cycle requirements, as 
well as being designed to respect confidentiality and improve the health status of 
those concerned. 


4. Quality: Health facilities, goods and services must be scientifically and medically 
appropriate and of good quality. This requires skilled medical personnel, scientifically 
approved and unexpired drugs and hospital equipment, safe and potable water, and 
adequate sanitation 


The National Health insurance System should be planned and implemented using a human 
rights approach as outlined above. All levels of health care workers must be trained to 
respect a human rights approach to providing services and to respect the rights of patients. 


2.2. Structure Of The National Health Insurance Authority 


2271 The National Health Insurance Authority (NHIA) must seek to give effect to 
the aim of pooling the public and private sector contributions in a single 
universal health system. Such a system must aim to: 


22.2 Ensure equity in the raising and allocation of financial health resources 


2.23 Promote ihe optimal mobilisation of financial resources through combining 
both earmarked and general taxes 


224 Ensure thal a consistent link Is realised between what the country can offer 
and what it caa afford 


225 This document sets out to provide a conceptual framework (ог а Мапопа! 
Health Insurance Authority. It must be borne in mind that the 
conceptualisation is constrained by Ihe absence of an overall agreed upon 
institutional framework for social security and of healthcare in South Africa 


226 {nthe pursuit of a National Health Insurance Authority, the following guiding 
principles must be adopted 


al Allocation of Nattona! Resources far Health - The NHIA shall advocate tor the 
importance fcr government to give appropriate priority to health as a 
for bringing abcut improved human and faster economic deveicemen: 
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Universality - The NHIA shall provide all South Africans and permanent 
residents with the mechanism to gain access to health care services. The 
National Health Insurance Authority shall give the highest priority to achieving 
coverage of the entire population with a comprehensive health care package; 


Equity - The NHIA shall provide for uniform health care benefits for all, funded 
from contributions structured according to a person's ability to pay, and for 
access to care as a function of a person's health needs. 


Responsiveness - The NHIA shall adequately meet the needs for essential 
health services at all stages of a person’s life; 


Social Solidarity - The NHIA shall be guided by the spirit of community and 
Social solidarity. It must enhance risk-sharing among diverse income groups, 
age groups, and persons of differing health status, and people residing in 
different geographic areas; 


Effectiveness - The NHIA shall seek to balance the economic use of 
resources against desired outcomes; 


Fiduciary Responsibility - The NHIA shall exercise effective and responsible 
stewardship in the management of funds and maintenance of reservas. 


informed Choice - The NHIA shall enable members to choose from among 
accredited health care providers both public and private. The NHIA shall 
provide its members with objective information on the full range of providers 
involved in the program and of the services and privileges to which they are 
entitled as members. This information, which the member may use as a guide 
in selecting the appropriate and most suitable provider, shall be given in clear 
and simple terms in the official languages that are prevalent in the district; 


Compulsory Coverage - All South African citizens and permanent residents 
shall be required to enrol in the National Health Insurance system in order to 
obviale adverse selection and social inequity 


Free Services: services shall be free al point of use; 


Professional Responsibility of Health Care Providers - The NHIA shall ensure 
that all participating heallh care providers are responsible and accountable in 
all their dealings with the Authority and with the people served; 


Quality of Services - The NHIA shall promote quality of health services 
through the institutionalization of quality assurance programmes at ail levels 
of the health service delivery system The satisfaction of beneficiaries shall be 
a determinant of the quality of service delivery; 


Cost Containment - The NHIA shall incorporate measures and controls in its 
design and operations to ensure cost containment 
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2.3. 


GOVERNANCE OF THE NATIONAL HEALTH INSURANCE FUND 
2.3.1 Principles of governance arrangements 


2.3.1.1 The NHIA will adhere to corporate governance principles and pillars, 
enshrined in the King 1 апа Il Reports, 


2.3.1.2 The NHIA will be a public entity accountable to the Minister of Heaith (the 
Minister). iH 


2.3.1.3 The Minister will be ultimately accountable to Parliament for the performance 
of the NHIA. 


2.3.1.4 The Governance framework will include the Minister, Parliament and the 
Executive Team assisted by members of Advisory Committees of 
Stakeholders and Experts, Governance Committee, Audit Committee, 
Remuneration Committee and Grievance and Appeal Review Committee. 


2.3.1.5 The role of each party must be clearly defined and understood by all parties. 


2.3.1.6 The NHIA wiil operate within the ambit of the Department of Health policies 
and confine its purchasing and funding activity to the health plans determined 
by the Department of Health on an annual basis. 


2.3.1.7 The delivery of health services will be the responsibility of the Department of 
Health administered through Provincial and District services in accordance 
with the Constitution and relevant legislation. 


2,3.1 8 The NHIA will pool the funding, interrogate the health plans, purchase and 
fund the relevant health services which will be delivered by public and private 
facilities at primary, secondary, tertiary and quaternary supervised by the 
National, Provincial and District Health. 


2389 The NHIA shall have an autonomous administration and management, with 
separate accounts, under the Ministry of Health, This model is in line with 
those of many developing countries. 


The recommended governance structure is set out in the diagram below 


T Narona) Mimie H Health 


| 


Determines pobcy gad overall rarai visia 

ная 
Appoints Ње СЕС ої фе EHA 

Dampa Heati Plans for e NHI 

sree ea E. 
Mondes eg potincal leaderstep and support 

d 


Accountability 


Appointed by the Minister Designated Department i.La. the PFMA 
Will be the Accounting Authority for lhe NER Monitors and Evaluates the performance of the МНА 
© BBAclude NFA and performance contracts with the © Transfer mechanism for funda to {ће МЭА. 

стићи а Ча Develope tha NHIF annual plan comments and transmits to the 
Minister 
Receives the NHIA Annual Budgets comments and Transfer to 

- 1 the MiniEter 

Responsible for ensuring appropriate financial controls Recerves the NHIA Annual Report for tabling in parliament 

Appoint the CEQ Monitors and evaluztes the operational performanca of the NHIF 

Concludes an performance agreement with the CEO Monitors and evaluates the financial performance of Ihe NHIF 

Set KPI's for the CEQ Underlakes a compBance audit functian 

Together with the CEO set K's for executive management 

Report te the Minister MFA 
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Accountable to theMinister for the operation of the NHIF 
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Ensura d is n sleepy and etficiently and in accordance ihe strategic directive of the Beard | 
Appoints Executive Managmnent of (ће МИРЕ 

Sets KPI's for sanior executive management 

Concludes Performance Contracts with Executive Management 





2.3.2. Reporting and Accountability Framework 


2.3.2.1 The Minister of Health must appoint a Chief Executive Officer (CEO) that will 
report and account to him or her directly, The CEO will be the Accounting 
Officer in line with the provisions of the Public Finance Management Act, 
2000 (PFMA) This appointment will be provided for in the NHIA Act and other 
related legislation. 


2322 The CEO will be responsible for the overall management of the NHIA and the 
conduct of its operations, and for such other related duties as may be 
assigned to him/her by the Minister 


2323The CEO must have a comprehensive understanding of healthcare 
operations, financing and service provision. He or she musl possess, 
demonstrated managerial and leadership skills backed by appropriate training 
and qualifications. He/she must have a record of achievement in the 
healthcare sector and an in-depth understanding of the healthcare industry 
He /she must demonstrate commitment to the ideal and principles of the NHI 
as a healthcare financing mechanism in the context of the National Health 
System (NHS! in South Africa 





2.3.2.4 The CEO shall receive market-related remuneration approved by the Minister 
of Health in consultation with the Minister of Finance and Public Service 
Administration. 


2.3.2.5 The CEO may not be involved in any activity or business that may constitute 
a conflict of interest, such as ownership or membership of the TAC of an 
entity connected to health delivery, provision of medical supplies or 
pharmaceuticals. 


2.3.2.6 An Executive Team (ET) will be appointed consisting of full-time employees of 
the NHIA with the appropriate qualifications and skills mix to properly carry 
out the activities of the NHIA. The ET reports directly to the CEO 


2.3.2.7 The management siructure supporting the CEO will include the following skills 
units, inter alia, each headed by an appropriately qualified ET member: heaith 
finance, health economics, actuarial sciences, human resources management 


and development, operations and logistics, health services management, and 
communications and public affairs. 


2.3.2.8 The heads of the NHiA services at the Provinces must be members of the ET. 


2.3.2.9 This ET must regularly interact with the Advisory Committee of Experts and 
the Advisory Committee of Stakeholders for advice and feedback on the 


strategic direction of the NHIA, and on the latest technical developments 
relevant to the NHIA operations. 


2.3.2.10 The Advisory Committees will be non-executive. 
2.3.2.11 The CEO will appoint the members of the Advisory Committees. 


232,12 The Advisory Committee of Stakeholders must be composed of the 
following stakeholders: 


One representative each from the Health Professions’ Council of South 
Africa, South African Pharmacy Council, South African Nursing Council, Allied 
Heaith Professions’ Council and the Traditional Healers Council 


One representative from the Labour organisations and Trade Unions; one 
representative from the SA Chambers of Commerce 


Two representalives from Tertiary Institutions, which train Health 
Professionals 


Two Community representatives from each Province 


23213 The functions of the Advisory Committee of Stakeholders will include: 
e Advise an the fiinctioning af NHIA in a way that will enhance its performance 


e Facilitate communily participation in the planning, provision and evaluation of 


the health services 


• Provide a conduit for interaction between the community and the NHIA on 
the performance of health services relative to the Patient Rights Charter and 
Batho Pele principles. 


e Provide inputs with respect to the NHIA health plans, policies, basket of 
services, alignment of resources with health policy priorities and the annual 
reports of the NHIA. 


2.3.2.14 The Minister may terminate the appointment of any member of the Advisory 
Committees for reasonable cause such as misconduct, physical or mental 
incapacity. 


2.3.2.15 The Advisory Committees shall hold regular meetings at least once a 
month. Special meetings may be convened at the call of the Chief 
Executive Officer. 


2.3.2.16 The members of the Advisory Committees shall receive a per diem for 
every meeting actually attended subject to the rules and regulations on 
compensation and allowances fixed by the provisions of the Public Finace 
Management Act 2000. 


23.2.17 The Advisory Committee of Experts must be made up of people with 
specific skills and expertise that will provide the necessary direction and 
guidance to the Executive team of the NHIA. These skills should include: 


Health Financing and Economics 

Health Insurance 

Actuarial Sciences 

Public Health and Epidemiology 

Human Resources management and development 
Health care provider needs and conduct 

Patient needs and conduct 

Health Technology Assessment 
Pharmaco-economics 

Medical specialities 

Pharmaceutical, nursing, laboratory, physiotherapy, speech therapy, and 
radiology expertise. 

a Logistics and operations, information technology 

ə Medical devices and equipment 


2.3.3 Governance Arrangements 


Governance as a concept should not be seen in a vacuum There is a significant body of 
legislation, regulation and protocols pertaining to Ihe governance of juristic entities, both 
public and private The objective should not be to recreate whal already exists, but rather to 
utilise and base decisions on existing knowledge and provisions 


The diagram below depicts the hierarchy of governance instruments which the NHIA can 
usefully employ in its governance processes This includes the recognised and standard 
governance directives such as the PFMA, Guidelines on Corporate Governance in the Public 
Sector, the King Reports, IFRS as well as other instruments of governance which the NHIA 
can utilise in respect of the strategic and business plans, and the National Framework 
Agreement (NFA) 
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The objective should be (o-relyas much ae possible on established eee end to rely on 
=s founding and enabling statutes to regulate Specific mecium to long berm issues. 






Enabling Legislation 


Protocol on Corporate Governance 
in Public Entities 







King I and Il 


PFM Act and Regulations & Treasury Instructions 





Constitution 





The governance framework for the majority of Public Entities consists of four key parties: 
* Parliament 
* The Executive Authority 
* The Governing Body, most often a Technical Advisory Committee 
* The Executive Management of the entity. 


Passes legislation establishing 
Public Entities and prescribing 


Responds to questions, 


their functions and powers. debates, reviews. Tables 
Requires assurance on Public Statements of Intent and 
Entity performance. Annually Annual Reports 


examines the performance and 


current operations of many 
Public Entities. May undertake Responsible Minister 
special enquiries through its - 


Select Committees zn 


* 


Reports and gives periodic 


Appoints members of the board. assurance. Determines 
Consults with the board on strategic direction within 
strategic direction and corporate parameters agreed with 


objectives. Monitors board Т  — —— ———— the Minister. 
performance [Technical Advisory Com | 


Sets goals and objectives. 
Determine organisational 
policies. Reviews management 
performance 


Reports, consults and 
seeks direction. 
Develops proposals for 
board consideration. 


| Management | 


The pre-requisites for effective governance of a Public Entity include: 

= The role of each of the parties is clearly defined and understood by ail 
parties. 

"* Constructive relationships based on those roles. 

=" An effective governing body. 

" A regime for monitoring entity performance that reflects a balance 
between the interests of Parliament, Government oversight, and the 
autonomy of the governing body. 


2.3.4 Roles and Responsibilities within the Governance Framework 


> The Role of Parliament 


Parliament is the ultimate owner of the Public Entity, and through enacting legislation, 
establishes the Public Entity. prescribes their functions and powers and their statutory 
mandates. Parliament annually examines the performance of the Public Entity and calls 
the relevant Minister to account Parliament enirusts the executive responsibility for 
these Entities to the Executive The Executive Minister is accountable to Parliament, 
and Parliament is accountable to the electorate 


* The Role of the Minister 


The executive authority for a public entity can be constituted as the Minister directly, or 
the relevant government Department In either event, the responsible Minister is the 
person ultimately accountable to Parliament for the Public Entity. The executive authority 
can oversee the management of the Public Entity either directly, or as in most instances, 
establish a TAC of Directors te undertake this function 
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The Minister will be responsible for: 


= Appointing TAC from the population served. or in seme instances 
recommending the appointment or dismissal cf TAC. as prescribed 
by the legislation. 


" Exercising executive oversight over the entity. in line with the 
provisions of legislation. 


* Holding the TAC to account for its stewardship responsibilities and for 
meeting the objectives set-out in accountability documents. 


a Issuing a directive to the TAC or to make other executive decisions 
affecting the Entity, if authorised by legislation. 


" Being answerable to Parliament for the performance of the Entity. 
" Exercising other rights as contained in the legislation. 


> The Role of the Executive Management: 


The role of the Executive Management is to govern the Public Entity by directing and 
supervising the conduct of the entity's business. This it must be achieved by setting 
the strategic direction of the organisation in accordance with the strategic vision and 
priorities as provided by the TAC, and for overseeing management of the resources 
enirusted to it. The TAC must account to the responsible Minister for the discharge 
of these stewardship responsibilities. 


The TAC's purpose is not to manage day-to-day operations, which is clearly the 
function of senior management, but il is responsible for overseeing the management 
of operations and for monitoring results to ensure that plans are being carried out 
successfully. 


Once plans are put in motion, the TAC needs to ensure that it has reliable means to 
assess the organisation's ongoing performance, while monitoring external conditions 
that could enhance or jeopardise success. If objectives are not being met, it is the 
TAC's responsibility, through management, to initiate and oversee implementation of 
corrective action. The Directors act as professional trustees independent of entity 
management, but they need to establish a dynamic and challenging relationship with 
the Chief Executive Officer to promote effective operations 
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The minimum requirements regarding the substance of the National Framework 
Agreement are specified in the PFMA regulations. The NFA represents a public 
expression of the TAC's commitment to a set of operating parameters for the 
forthcoming three years. In addition to the NFA, the enabling legislation may require the 
Entity to prepare another accountability document; namely a "Performance Agreement’. 
Unlike the NFA, which must be made public, the performance agreement need not be a 
public document. 


» Composition of the Advisory Committee (TAC): 


The TAC must comprise the appropriate range of skills and expertise needed to provide 
and develop the strategic input and direction required by the Public Entity. The 
population servedhip of the TAC should comprise a majority of non-executive Directors 
in order to enable it to fulfil its role of providing independent direction to, and oversight of, 
the executive management of the public entity. 


Public servants sitting on the TACs of Public Entities can provide useful advice on public 
policy issues, contribute personal knowledge and experience, and build networks within 
the sector. This arrangement can, therefore, make a positive contribution to the quality 
of TAC discussions and decision-making. On the other hand, the presence of officials 
may inhibit the free operation of the TAC and undermine formal lines of communication 
between the TAC and the Minister Officials sitting on TACs may also face conflicting 
interests where they are called on to advice the Minister on TAC performance. The role 
of these officials needs to be clearly understood by the individuals, the TACs, and the 
Minister, 


* Appointment of TAC's of Directors 


To discharge its role and functions competently, a Public Entity needs to have the right 
mix of skills and experience іп some instances, the nature of the business may demand 
technical skills and specific expertise. As far as possible, the appointment process 
should provide assurance that TAC members have been chosen from the available 
candidates best able to meet the requirements of the position. 








Responsible Ministers appoint Public Entity TACs. in carrying cti Ss izsk Ministers 
must comply with the provisions of the enabling legislation, and wir the administrative 
procedures. The legislation should provide for an appointment process thet. as a 
minimum, includes the following steps: 


= Identify the skills, experience and other attributes required for the 
position. 


" Identify candidates (by seeking nominations or other expressions of 
interest and provide the opportunity for all suitable candidates to 
make their availability known). 


z= Evaluate the candidates against objective criteria. 


» Select from the short list of candidates the person most likely to fulfil 
the requirements of the position. 


= Establishment of the Benefits Advisory Committee 


The Benefits Advisory Committee (“Committee”) will be established as part of the 
National Health Insurance Authority (NHIA). The BAC will be an independent statutory 
body established under the National Health Act 2004 to make recommendations and 
give advice to the Minister of Health about which medical interventions, drugs and 
medicinal preparations should be made available as part of the comprehensive package 
of benefits to be covered by the NHIA . 


No new medical intervention, drug and/or medicinal preparation may be made available 
as a healthcare benefit unless the Committee has so recommended. 


The Committee will be required by law to consider the effectiveness and cost of a 
proposed medical intervention, medical technology, drug and/or medicinal preparation 
cenefit compared to alternatives available locally and internationally. In making its 
recommendations the Committee, on the basis of the population's epidemiological 
profiles and usage, will recommend maximum quantities and repeats of the intervention, 
drug and/or medicina! preparation and may also recommend restrictions as to the 
indications where this is deemed ethically acceptable. When recommending listings, the 
Committee provides advice to the NHIA regarding comparison with existing alternatives 
or their cost effectiveness, 


The Committee will be staffed by persons who when severally considered, have 
sualifications or experience in appropriately identified clinical disciplines (i.e. general 
medicine, surgery, dentistry, pharmacology, cardiology, pediatrics, urology trauma), 
sealth economics: law; pharmacoeconomics: and heallh administration 


» The key functions of the Committee will include 


` To make recommendations and give advice to the Minister of Health and the NHIA 
about which medical interventions, medical technology drugs and medicinal! 
preparations should be made available to the population as pat of the 
comprehensive package of benefits to be covered by the NHIA 


= To advise the Minister of Health and the NHIA on evidence relating to the safety 


effectiveness and cost-effectiveness of new medical :ntervento2o medica 
technology, drug and/or medicinai preparation 


3, To recommend new and existing medical interventions, medical technologies, drugs 
and/or medicinal preparations that will improve health outcomes for patients by 
ensuring that they are supported by evidence of their safety, clinical effectiveness 
and cost-effectiveness. 


4. To systematically collate and review available evidence on existing and new medical 
intervention, medical technology, drug and/or medicina! preparation. 


5. (In clearly indicated circumstances) to recommend interim funding to enable data 
collection, within an agreed research framework, in order to establish the evidence 
base and effectiveness of any medical intervention, medical technology, drug and/or 
medicinal preparation. 


6. To regularly publish information, in collaboration with the NHIA, on all evaluations of 
evidence associated with any medical intervention, medical technology, drug and/or 
medicinal preparation. 


> The Terms of reference for the Committee are 


1. Advise the Minister of Health and the NHIA on the strength of evidence pertaining to 
any new and emerging medical intervention, medical technology, drug and/or 
medicinal preparation in relation to their safety, effectiveness and cost-effecliveness 
and under what circumstances public funding shoutd be supported 


2. Advise the Minister of Health and the NHIA on which new and emerging medical 
intervention, medica! technology, drug and/or medicinal! preparation should be funded 
on an interim basis to allow data to be assembled to determine their safety, 
effectiveness and cost-effectiveness. 


3. Advise the Minister of Health and the NHIA on references related either to new and 
emerging medical intervention, medical technology, drug and/or medicinal 
preparation. 


4. Undertake comprehensive assessment of any medical intervention, medical 
technology, drug and/or medicinal preparation and report its findings to the Minister 
of Health and {Һе МНІА, 


Establishment of an Audit Committee 


The CEO shall establish an Audit Committee within the NHIA to carry out the auditing 
functions- The members of the Committee must be financially literate 


a The Committee must conduct an internal, external and performance audit. 


з Perform other oversight functions as requested by the Minister of Health after 
consultation with the CEO. Ensure that the CEO and the Minister of Health is aware 
of the matters which may significantly impact the financial condition or affairs of the 
NHIA 


=з Тһе Committee will review the annual financial statements and determine whether 


they are complete and consistent with the information known to committee members: 
assess whether the finarciai statements reflect appropriate accounting principles 
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The Audit Committee, under direction of the Chairperson, as auspocsec fas tne 
power to conduct interviews with Advisory Committee members. t^e Executive team, 
executive officers, advisers or staff members of the NHIA. 


The Committee can also liaise directly with the extemsl andlor intemal Buditors, 
investigate matters that I considers neadssary and to obtain advice from external 
experts and co-opt suitable persons to serve on the Audit Committee where specific 
expertise is required; and to seek any information from external parties. 


The Audit Committee may lay claim to the required resources that it may find 
necessary to perform its duties properly and that are reasonably affordable: and have 
access to records and information of the NHIA 


The Committee can make recommendations to the CEO on the appointment and/or 
re-appointment of the external auditors and consideration of the budgeted audit fees 
and remuneration paid to the external auditors. 


The CEO, reserves the right to remove any members from the Committee and to fill 
any vacancies created by such removal 


Meetings of the Audit Cammittee may, as arranged by the Chairperson, be attended 
by representatives of tha external auditors, the Executive team and its officers and 
the Internal Auditor. 


If the Chairperson of the Audit Committee is absent from a meeting, the members 
present will appoint a Chairperson from among themselves. 


The Audit Committee must meet on a regular basis with a minimum of two meetings 
a year. The Committee determines the dates of meetings taking into consideration 
the dates on which interim and final reports of the external auditors become 
available. 


Members: present at a meatina formi asgiorum with-a minimum af three members dl 
ine Committee, provided that the majority of the members present must be parsons 
who dao mil oecupy.an execulive pasitian at the NHIA 


Matters are decided by a majority of volesand. should-a tle of votes ‘eccur ha 
Chairperson does nol havea casting vole 


“a vacancy occurs on the Audit Committee, the Chairperson of the Audit Committee 
must inform the CEO without delay, The Minister of Health, after consultation with the 
CEO, must fill the vacancy on receipt of such notification or within a reasonable 
zeriod of time thereafter 


Establishment of Governance Committee 


The CEO will appoint a Governance Committee This Committee shall at least ance 
3nnuady consider the extent ta which the ganeral corporate gevemanae mechanisms 
9f the NHIA are appropriate arid affective in view of deuvelapmente within the NHIA, 
45 business environment, new Earperale Governance recttirements ang tenchmarks- 
It shall har make racemmendatians do the CEC in tris respect 


= The Committee will aiso be responsible for. (i) monitoring the ethical conduct of the 
NHIA, its executives and senior officials in terms of the provisions of the NHIA Code | 
of Ethics (ii) reviewing any statements on ethical standards or requirements; (iii) i 
monitoring compliance with the requirements of the Government policies (iv) 
monitoring compliance with legal requirements; (v) review of declarations of interests 
of the members of the various committees. 


* The Committee will also consider and make recommendations on any existing or 
potential conflict of interest or questionable situations of a material nature. 


= The Committee will report to-the Audit Committee on legal and regulatory matters 
which may have an impact on financial statements, 


» Establishment of a Grievance Appeal Review Committee 


a The CEO, shall create a Grievance Appeal Review Committee, composed of three 
(3) to five (5) members, which shall receive and recommend appropriate action on 
complaints from members and health care providers, any violation of the rights of the 
patients. 


= A grievance will include wilful neglect of duties of NHIA that resuits in the loss or 
non-enjoyment of benefits of members or their dependents, unjustifiable delay in 
actions on claims, delay in processing of claims that extends beyond the period 
agreed upon, and any other act or neglect that tends to undermine or defeat the 
purposes of the NHIA. 


з The Grievance Appeal Committee must establish appropriate procedures that they 
will follow in line with all the legal provisions of South Africa 


« The NHiA shall establish a Provincial NHIA office in every Province or wherever it is 
deemed practicable, to bring its services closer to members of the NHIA. 


> Establishment of a Remuneration Committee 


= The CEO shall establish a Remuneration Committee for all the staff members at the 
NHIA, except the CEO 


a The Remuneration Committee for the CEO will be established and chaired by the 
Minister of Health, Both Committees will perform duties that determine remuneration 
related issues for lhe NHIA staff in accordance with their conditions of employment 
and other relevanl policies and legislation 


2.4 FUNCTIONS OF THE NATIONAL HEALTH INSURANCE AUTHORITY 
The functions et the NHIA аге тес іо 


*  Oblaining Ihe funding for health care services from the mandatory contribution and 
general tax revenue and ather sources 

e Ulilse the funds approgriately, as prescribed, to purchase the health services as 
outlined in the annual heaith plans that have been compiled by relevant providers 
and as approved distiict, erovinciai end national authorities 

* Make funds avaliable tc е P-ovinces and Districts that oversee rendering of the 
health services 








e Liaise with the National, Provincial and District Health government Deparimenis 
when the annual NFA is developed, funded and implemented. 

ə Work with the Office of Standards Compliance (OSC) that is established in terms of 
Section 78 of the National Health Act 61 of 2003, in the process of accreditation and 
setting of quality standard 


2.4.1 Financial Activities 


The following diagram attempts to illustrate the financial and service flows in the planned 
NHI А 
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Fo implement these financial and service flows the following financial activities will occur 


" To determine the overall budget for health care in the country, This must include the 
setting of the level of the mandatory contributions or levy in line with accepted tax and 
national health policies. 


" In consultation with the Department of Health determine a reasonable. equitable and 
progressive contribution schedule for everyone who must contribute to the NHIA. This 
musi be based on applicable actuarial studies and the prevailing income tax threshold 
(e g R54,200 in 2009/10) 


2.4.2 


To discuss the budget proposal and business plan of the NHIA and passing it on to the 
Minister of Health for approval along with comments and recommendations. 


To keep records of the operation of the NHIA and its investments, 


To receive general tax funding from the National Treasury. The earmarked taxes will 
be collected via the South African Revenue Services (SARS) and then transferred to 
the NHIA after reconciliation. 


To receive and manage granis, donations, and other forms of assistance. 


To develop an Equitable Share Formula {ESF) so that resources are allocated by 
NHIA equitably to all the Provinces. The ESF should, inter alfa, take into account 
demographic profiles and case mixes in the various Provinces. 


To set aside a portion of accumulated revenues without exceeding a ceiling equivalent 
to the amount actuarially estimated for two years’ projected NHIA expenditures. In the 
event reserves exceed the required ceiling at the end of the NHIA's fiscal year, the 
NHIA benefits shal! be increased or earmarked taxes shall be decreased 
prospectively, in order to adjust expenditures or revenues to meet the required ceiling 
for reserve funds 


The investments must be short-term to earn an average annual income at prevailing 
rates of interest. The investments can be made in interest bearing deposits and loans 
in any domestic bank doing business in South Africa. Investment in interest bearing 
bands, bonds, promissory notes and other evidences of indebtedness to which full 
faith and credit and unconditional guarantee of South Africa is pledged 


To keep records of the operation of the NHIA and its investments. 
Contract Management 


To perfarm the Strategic Purchasing function of health services directly from the 
providers This musl be done in a way that fulty utilises the benefits of a Single 
Purchaser Contractual arrangements on purchasing will be according to the National 
Framework Agreement (NFA) 


The NHIA Provincial offices will also purchase certain health services from providers in 
accordance with NHIA guidelines In purchasing health services it must be ensured 
that the priorities of the Province are met. the services are responsive to the needs of 
individuals and communities and supports the integration of services and facilities in 
the district and Province 


To negotiate and enter into contracts with heallh care institutions, professionals, and 
other persons, juristic or naturai, regarding pricing, payment mechanisms, design and 
implementation of administrative anc operating systems and procedures, financing, 
and delivery of health services 
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To formulate a NFA that will serve as a guide for contractual anc sence level 
agreements. The NFA will be contract or agreement betweer NHIA, Government and 
providers of health care and health products. This contract wiil be limited to purchasing 
and payment of services rendered under the supervision of the Department of Health. 
No contract may be concluded on less favorable terms than the terms adopted by the 
NFA. Any contract shall be executed in writing for the term of validity of the NFA, and 
shall endure until conclusion of a new NFA or modification of the effective NFA. The 
Provincial NHIA offices may not refuse to conclude a contract with any provider 
satisfying the requirements of the law and of the NFA, including the private health 
providers. 5 


To authorize Provincial NHIA offices to negotiate and enter into contracts in the name 
and on behalf of the NHIA with any accredited government or private sector, for the 
purchasing of benefit package of national health services, This must be done in a way 
that does not jeopardize the advantages of NHIA being a Single Purchaser. 


Administrative Functions 


To formulate and promulgate policies for the sound administration of the NHIA. These 
policies must be aligned to those of the Ministry of Health. 


To organize its office, fix the compensation of and appoint personne} as may be 
deemed necessary and upon the recommendation of the CEO of the NHIA; 


To submit to the Minister of Health and Parliament the NHIA Annual Report which 
shall contain the status of the NHIA, its total disbursements, reserves, average 
castings’ to beneficiaries, any request for additional appropriation, and other data 
pertinent to the implementation of the NHIA and publish a synopsis of such report in 
newspapers of general circulation; 


To ensure the optimum functioning of the Actuarial Sciences unit in the NHIA. This unit 
must conduct the necessary actuarial studies and present recommendations on 
contributions,, investments and other related matters. 


To ensure the appropriate functioning of the Health Finance and Economics unil in 
developing a broad conceptual framework for the implementation of the NHIA through 
a health finance master plan to ensure sustained investments in health care, providing 
guidance for additional appropriations from the National Government, conduct 
research and studies toward the development of policies necessary to ensure the 
viability, adequacy and responsiveness of the NHIA 


The Health Finance and Economics unit must also review, evaluate and assess the 
NHIA impact on access, cost of healthcare in the country There must be a periodic 
review of fees charged, compensation rates, capitation rates, medica! standards 
health outcomes and satisfaction of members. The delivery, quality, use and cast at 
health care services of the different Provinces must be compared Recommendations 
on policy and other operalional issues must be made ta the NHIA so thal its objectives 
can be met 


To establish various payment mechanisms Io providers of healthcare services and 
products, Each Provincial NHIA office shall recommend the appropriate cayment 
mechanism within its jurisdiction for approval by the NHIA in accordance with tre NFA 
Special consideration shouid be given to payment for services rendered oy pubic and 
private health care providers serving remote or medically undersevec areas There 


must also be acceptance, after negotiations. by providers of payment mechanisms, 
referral protocols, information system requirements, regular transfer of information and 
sharing arrangements set by ihe NHIA. 


To set up monitoring systems and mechanisms that safeguard against over-utilisation 
of services, unnecessary diagnostic and therapeutic interventions, under-utilisation of 
services, irrational medication and prescription, and inappropriate referral practices 


To supervise the provision of health benefits with the aim of limiting and preventing 
fraud. 


To formulate guidelines on how certain funds paid to public facilities may be retained 
and ulilised. 


To formulate and implemeni guidelines on contributions and benefits; portability of 
benefits, cost containment and health care provider arrangements, payment methods, 
and referral systems 


2.4.4 Quasi-Judicial Powers 


2.9 


To conduct investigations for the determination of a question, controversy, complaint, 
or unresolved grievance brought lo its attention, and render decisions, orders, or 
resolutions thereon. 


To proceed to hear and determine the case even in the absence of any party who has 
been properly served with notice to appear 


To conduct its proceedings or any part thereof in public or in executive session; 
adjourn its hearings to any time and place; refer technical matters or accounts to an 
expert and accept the reports as evidence; direct parties to be joined in or excluded 
from the proceedings; and give ail such directions as it may deem necessary or 
expedient in the determination of the dispute before it; 


To summon the parties to a controversy, issue subpoenas requiring the attendance 


and testimony of witnesses or the production of documents and other materials 
necessary to a just determination of the case under investigation; 


To abide with the decision of the Office of Standards Compliance to suspend 
temporarily, revoke permanently, or restore the accreditation of a health care provider 
or the right to benefits of a member 
To sue and be sued in court. 

PROVINCIAL HEALTH INSURANCE AUTHORITY FUNCTIONS 


Each Provincial NHIA office shali have the following powers and functions 


to consult and ccordinate. as needed, with the local government units within its 
jurisdiction in the imolemenseidion of the NHIA: 
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2.6 


to ensure the registration of members of the NHIA from a3 Se ereas wir its 
jurisdiction; 

to ensure that there is updating of the membership list at community leveis: 

to ensure that NHI ID cards are issued to all eligible persons 

to process, review and pay the claims of providers, within a period not exceeding 
sixty (60) days, whenever applicable in accordance with the rules and guidelines of 
ihe NHIA; 

to pay fees, as necessary, for claims review and processing when such are 
conducted by the central office of the NHIA or by any of its contractors. 

to support the management information system requirements of the NHIA 

to establish referral systems and network arrangements with other Offices, as may 
be necessary, and following the guidelines set by the NHIA 

to establish mechanisms by which private and public sector health facilities and 
human resources may be shared in the interest of optimizing the use of health 
resources; 

to serve as the first level for appeals and grievance cases; 

to participate in information and education activities that are consistent with the 
government's priority programs on disease prevention and health promotion; and 
to prepare an annual report according to the guidelines set by the NHIA and to 
submit the same to the central office of the МНІА 


DISTRICT HEALTH INSURANCE AUTHORITY FUNCTIONS 


= to consult and coordinate, as needed, with the tocal government units within 
its jurisdiction in the implementation of the NHIA: 

з {о ensure the registration of population from all the areas within its jurisdiction; 

= to ensure population register with accredited PHC facilities and providers 
within district 

=" іо ensure thal there is updating of the population list at district levels; 

з to ensure that NHI ID cards are issued to all eligible persons. 

" to establish referral systems and network arrangements, as may be 
necessary, and following the guidelines set by the NHIA 

" to participate in information and education activities that are consistent with 
the government's priority programmes on disease prevention and health 
promolion; 

« to raise awareness on national health insurance; and 

* to prepare an annual report according to the guidelines set by the NHIA and 
to submit the same to the central office of the NHIA 


CHAPTER 3: REVENUE COLLECTION AND POOLING FUNCTIONS 


3.1, Introduction 


The NHI policy aims to introduce a publicly-funded and publicly administered NHI which will 
provide all South Africans with access to quality health care that will be free at the point of 
delivery. 


Through the NHI system, government aims to mobilise sufficient funds for improving the 
quality of health services and ensuring that the cost of care does not prevent people from 
receiving health services in time of need, This is consistent with underlying principles of an 
NHI policy — universal coverage and equity, amongst others. 


To ensure universal coverage, three distinct but interrelated health financing functions for the 
delivery of health care services are key: (1) revenue collection; (2) pooling of funds; and (3) 
purchasing of services. Revenue collection refers to the process by which the health system 
collectis money from the households, enterprises and possibly donors. Pooling refers to the 
accumulation and management of the revenue with the purpose of ensuring that the risk of 
having to pay for health is collectively shared by all in the pool and not by an individual. The 
purchasing function refers to the process by which pooled funds are paid to providers to 
deliver specified set of health services. 


The revenue collection and pooling functions of the NHI are discussed in this Chapter and 
while purchasing functions are discussed in Chapter 15. 


3.2. Revenue Collection 
3.2.4 Sources of funding 


The financial contributions to our country's health system are currentty raised from the 
household and enterprises, principally in a form of general taxation and voluntary medical 
schemes. Out-of-pocket payments represent third largest form of health care funding and 
includes fees from co-payments by members of medical schemes, official user-fees for 
certain income groups in the public sector hospitals and fees paid by the low income workers 
for general.practioners and pharmacies 


There are other revenue sources include social insurances schemes like RAF and COIDA 
and user-fees for non-residents — but they are not discussed here 


General tax revenue and mandatory contribution (in a form of payroll levy) are being 
identified in the NHI Policy as lhe main funding sources for the national health system 


3.2.2. Mandatory contribution 


Mandatory contribution refers the specific contributions which will be collected from workers 
and employers — in a form of payroll levy ~ which will be pocled into the single national 
health insurance fund The main rationale for introducing such mandatory contribution is lo 
establish a link between contributions that individuals make to public funds and the health 
service benefits to which they will be entitled under the NHI. importantly, it provides a 
mechanism for cementing social solidarity in the health system through income-related 
contributions to a single pool cf funds that will benefit all, In essence both general tax and 
payroll revenues will be combined, with gevernment contributing on behalf of those who 
cannot afford to pay themseives 
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Siven the massive income inequalities in South Africa in which mere than S59; of ihe 
workers in the formal sector earn less than R2500 per month, the mandatory contribution 
weld nged lo be-progressivaly structured (i.e. the percentage contribution will ba higher for 
Saher income groups). Everyone above Ihe Income tax threshold would be required to make 

his contribution (i.e. no one may ‘opt-out of the NHI), which will be shared between 
employers and employees. 


Ттеге аге options for-sharing the contribution: contribullon rstes could tie set en a 50:50 split 
=c employers’ contribution could be set at a much higher level (e:g-at 60 percent). Itis- 
SScessary lo take account of lhe growing practice among private sector employers to pay 
*mployees on a total cost of employment basis. Under-thesa conditions, the Full NHI 
«entribution will be passed on the employees. 


"nile the precise contribution rate will be determined by the costing exercise of the health 
service benefit package, it is envisaged that the mandatory NHI contribution (or dedicated 
2x) should initially be set at a relatively low level. This will signal the initiation of the NHI 
«тие allowing adequate time to lay the foundation for purchasing a full range of high quality 
^ealth services. As the purchasing and provision elements of the NHI are rolled out and it 
Secomes evident that the NHI is able to ensura abcess to quality health care, the mandatory 
Feii contribution (or dedicated tax) can be gradually Increased to more closely approximete 
Be evel of contributions currently paid by medical scheme members, 


&'s assumed that revenue collection mechanism will be limited to the forma! sector and that 
= informal sector will be exempted. Consideration will need to be given to the inclusion of 
== er categories, such as pensioners. The 2005 Old Mutual Survey noted that in 1995, that 
2% of companies surveyad were providing funding for health care benefits for pensioners. 
Sy 2005. only 29% offerad such benefits. The percentage of companies offering post- 
==ement benefits to new employees was estimated to be 85% to 95% in 2005. 


322.3 Tax Revenue and Mandatory contribution 


“Sovernment will contribute ail those who cannot afford to pay NHI contributions — the 
=semployed, underemployed and low-income workers who are below the income tax 
"esshold - through allocations from general tax revenue 

aime the recent health budget allocations, calculated in real terms have tried to keep up 
m mation, real publiq health expenditure es a регсап lage of the GOP has been dectining 
== lable heiow), Ils atsa impérianl to recoanise tinal (he introduction al a progressive 

SSS set fsx /mendatory contribution doa not necessarily maan tia! furiding froin gereral 
72s revenue should stay stagnant or decline Instead, consistent real increases in allocations 
(= health sector from general tax revenue in the next cycles of Medium-Term Budget 
=2icy Statements (MTBPS) need to be sustained 


Table 3: Annual increases in public health expenditure (from 2005-2008) and medium- 
term estimates (2009-20171). 





| Annual 
| Амегад | 
| е 
2005/ | 2006/ | 2007/ 2008/0 | 2009/ 2005- 
| 06 07 08 9 10 2010 | 2011 2011 
Medium-Team 
"Actual Estimate 
Public health expenditure 48,77 | 56,43 | 68,18 | 86,94 | 97,63 | 105,3 
| Rm (nominal) 8 | 80,809 | 5- 2|  51,82,556.5 


| Year-on Year growth rate 


| (nominal) —— 100.0| 15.7| 20.8 | 18.5 12.3 
Public health expenditure | 48,77 | 53,95 | 60,81 | | 

| Rmíreal | |i шшш! A "6 | 64,670.4 
Year-on Year growth rate | 
(real) 10:6. —12.7| mc 6.9 | 


Government expenditure 255 Б ES F s "761. ed 
Rm 49 ial | 36 44 
Public Heath expenditure 
as % of government 
expenditure 10.6 10.7 171058 10.4 = 5 а 1 : 
- 5.8 47 


CPIX (Averaae for year) 
jede E 


Real public health 
Sources: National Treasury (2009), MTBPS (2008), StatsSA on CPIX (2009) 
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The current tax deductibility of medical scheme contributions will be removed. This will 
contribute to increasing tax revenue, which will facilitate the allocation of additional tax funds 
to the health sector through the NHI Fund. In addition, the current government contributions 
to public servants’ medical schemes will be re-routed towards the NHI fund as part of the 
mandatory contribution 


3.2.4. Out-of-pocket contributions 


Under the NHI system, out-of-pocket payments are not expected to be the dominant sources 
of funding in the NHI They will be minimized or removed to ensure access to health care is 
free at the point of delivery Numerous studies nave shown that out-of-pocket payment is an 
inequitable and inefficient way of mobilising resources for health services and could also be 
a barrier for people access health care 


Overall the combination of the above government and mandatory contributions will enhance 
publie health funding and the increase in government funding would be offset by reductions 
IN private medical scheme contributions and out-of-pocket expenses 


3.2.5 Collection Mechanisms 


Since mandatory contribution will be based on payroll tax and the NHI being à single-risk 
pool and single-purchaser mechanism. the collection of revenue will be centrally collected 
The infrastructure of South African Revenue Service (SARS) and its efficient administration 
systems will be utihsed fer revenue cottection 








3.3. Pooling functions 
3.3.1. A single-risk pool 


The contributions from general and payroll levy will:be: pooled into ske NEN und whioh 
eet be publicly administered, with nat role for Intermediaries - io schieve the objective of 
NHI. The creation of a central pooling of health funds to ensure income and risk cross- 
subsidies in the overall health system 


Sy pooling both these contributions NHI is expected tt have strong bargaining power to 
т=шо!а!в certain standards of care and level of prices with public and private health cara 
zeoviders. Therefore, the publicly-financed NHI will be in a strong position to encourage a 
*esteffective health care financing and integrated delivery system. The additional 
scvantages of central pooling include the following: 


* Pooling of resources for the entire population into one pool creates maximum 
redisinigution of income/financial burden for health services allowing effective cross 
subsidies from the rich to the poor and from richer health districts to poorer districts. 


* A big pool will improve economies of scale that will maximize benefits to the 
population. Similar schemes in Taiwan and Medicare in Canada have administrative 
costs as low as 3% of the total contribution revenues. 


* The big pool or single payer will create purchasing power relative to health care 
providers that In the and: will push health care costs-down, The pooling of all funds 


allows redistribution of health care providers acrose geographic areas in а тоге 
equitable way. 


3.3.2. Allocation of NHI resources 


The resources pooled in the NHI fund (from general tax revenue alloca tons: and dedicated 
=x i mandatory contributions} would be transferred to lower lavel organisations. (e.g. 
gemyincisl and district health authoritas) that are responsible for purchasing haaliri services 
Sethe NHE This would be dome on an equitable basis so that each purchasing ergarisation 
BS adequate funds-io meet the haallh care naads of Ihe population thal it süryes 


=s necessary to reconsider the allocation of health care funds from national to provincial 
‘eve! via the current ‘equitable shares’ and conditional grants mechanisms. A proposal for 
=e allocation of resources from the NHI fund to individual purchasing organisalions 
Scrding (0 their relative health cara needs (e.g. size of population, age and sex 
Sempesition of the-poouiation and levels of ili-fealth) is currently. being developed 


* segarate- mechanism for atlecating eagital tunes under Ihe NHI mast also be developed 
Tes орјес ме мин Бе-јо redeass Historical inequities in the availability of heallh infrastructure 
zcs ensure (паган аге ари [o physically access the services to which thay ace entitled ШАДЕН 
== МН! 


CHAPTER 4: HEALTH SECTOR BUDGETING AND FUNDING FLOWS 
4.1. Introduction 


Funding for the South African public health system relies almost entirely on tax generated 
revenues, with some direct contributions from employers, households and donors. The total 
public health sector budget for 2007/2008 was an estimated R58 billion, translating into a per 
capita estimate pf around R1, 400. Over the past ten years, the real per-capita spending in 
the public health sector has risen-steadily-but still fails significantly Below the private sector 
levels, 


The private health sector is funded primarily from voluntary contributions. According to the 
Council for Medical Schemes, there were 122 medical schemes in 2007 with a total 
membership of 7 478 040 (principal members and beneficiaries). The total healthcare 
expenditure within the private sector during the 2007/2008 financial year was R64.7 billion 
(compared to R57.6 billion in the previous financial year). This translates into a per 
beneficiary per capita expenditure rate of around R8, 700. 


Therefore, a total of about R122 billion was spent on the South African national health 
system in the 2007/2008 financial year, with an estimated 53 percent being spent in the 
private sector on approximately 7.5 million lives compared to 47 percent in the public system 
on 42 million lives. 


The ability of the public system to effectively deliver care is always hampered by the limited 
availability of financial, infrastructural and human resources. In many countries around the 
world with a national health insurance system, particularly Scandinavian countries (e.g. 
Sweden, The Netherlands, and Belgium) and some Asian and Latin American countries (e.g 
Taiwan, Thailand and Cuba) health systems are primarily funded through general tax 
revenues and some form of mandatory contribution. General tax revenues form a reliable 
source of funding which helps to ensure that services can be sustainably delivered to the 
national population over a given time period. Therefore, within the South African context, any 
move towards a national health insurance system would have to be financed through 
significant tax revenues with complementary mandatory contributions imposed primarily for 
those who are employed and earn above a given tax threshold. 


4.2. Fiscal Federalism 


By definition, fiscal federalism is concerned with “understanding which functions and 
instruments are best centralised and which are best placed in the sphere of decentralized 
levels of government" (Oates, 1999)’. it relates to the study of trying to understand how 
competencies (expenditure side) and fiscal instruments (revenue side) are allocated across 
different (vertical) layers of the administration An important component of fiscal federalism is 
the system of transfer payments or grants by which a central government shares its 
revenues with lower levels of government 


in the South African health system fiscal federalism is enshrined in the Constitution. The 
National Department of Health makes two primary types of transfers to lower spheres of 
government namely, conditional (e.g Nationa! Tertiary Services Grant) and unconditional 
(ie. equitable share allocations). The principle behind the fiscal federalist system in South 
Africa is that the National level is primarily responsible for policy making and overall 
stewardship of the system while the Provincial and Local governments are more responsible 
for operationalising national policy 

* Oates, W.E 1999 ‘An Essay ce Е са federatism’. Journal of economic Literature, 37(3):1120-49 
JSTOR 
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=swever, despite this division of responsibilities there are some paramount cnasjenges to the 
system, While the National Department of Health is held accouniacle far tne achievements 
znc failures within the heaith system, implementation of many policies is not the preserve of 
=e National level and in some cases provinces argue that the National level has no 
*sdiction over how they allocate resources within the equitable share. Additionally, some 
cvinces engage in some form of ‘budget gaming’ — they intentionally allocate conditional 
sds for non-conditional purposes with the knowledge that national government will 
SEE matically intervene by providing additional funds to ensure that the national priorities are 
г=едаџајеју catered for. A further matter that complicaies the fiscal federalism system in 
Səth Africa is that it significantly relies on the principle of cooperative governance. Because 
- mis principle, some provinces can simply revert to their Constitutional autonomy and 
E to act against a national mandate with no recourse for the National level. 
ainin the NHI system, the matter of fiscal federalism would have to be carefully addressed 
= ensure that there is a balance between the ability of the National and lower spheres of 
=2vernment to ensure that strategic priorities and programmes are implemented without 
=S=cing the capacity of the PHAs and DHAs to develop and implement policies and 
zrogrammes most suited to their contexts and population needs. 


Ts National Department of Health and assisted by the NHI Fund must always take 
тте lead in the process of developing new strategies for addressing key health sector 
=ecnties. Resource mobilisation and funding mechanisms should then be structured 
j™ manner that ensures that these priorities are sufficiently resourced for the 
Sarcomes to be achieved in the agreed upon timeframes. Both the PHAs and DHAs 
a be expected to provide the NHI Fund with sufficiently justified budget requests. 
тке Fund together with the National Department of Health will then have 
<emprehensively assess all budget requests and make adjustments where 
"&cessary to ensure that these requests are within the fiscal framework and are 
ztcned to government priorities. 
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4.3. Funding Flows in the South African Health System"? 
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Fiscal federalism is the basis upon which resources are allocated from the National 
government to the sub-national spheres in the South African health system. The figure 
above shows that funding for the public health system is primarily divided into the three 
spheres of government: National, Provincial and Local. In the current national health system 
there are nine (9) Provincial Departments of Health, with 52 demarcated District Health 
Authorities and 263 sub-districts. 


Гм? 


* South African Health Rewew 2002. Crester 
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4.5. Health Sector Budgeting Process 


The South African constitution assigns roles and responsibilities tc 7e deren: spheres of 
government and these are translated into practice through the Medium Tern Expenditure 
Framework (MTEF) process and the rigorous accountability provisiess o the Public Finance 
Management Act (PFMA). Despite (his, soring out national and prowess! roles and 
responsibilities and identifying who is accountable for what should be an ongoing process 
Sat evolves around ensuring effective mechanisms are developed for the best resource 
location mechanism, > 


The allocation of roles and responsibilities across the spheres of government is complicated 
cs a number of factors: firstly, the constitution requires the equitable division of nationally 
csilected revenues between national, provincial and local government; and secondly, it 
essigns joint or concurrent responsibilities for a number of important functions to the national! 
zac provincial spheres. While there has been progress in clarifying these roles, more still 
тегд5 to be done. 


véhin an NHI system in South Africa two key overriding factors must be kept in mind when 
Zeciding on the budgeting process namely: 


The Constitution says: 


158 Constitution of the Republic of South Africa, 1996, requires an Act of Parliament to 

ecsvide for— 

aj The equitable division of revenue raised nationally among the national, provincial and 
local spheres of government; 

T The determination of each province's equitable share of the provincial share of 
That revenue; and 

&! Any other allocations to provinces, local government or municipalities From the 
national government's share of that revenue, and any conditions on which those 
allocations may be made. 

=sciionally, the national, provincial and municipal budgets and budgetary processes must 

mote transparency, accountability and the effective financial management of the 

-snomy, debt and the public sector. (Section 215) 


Bae constitutional imperatives for the state to give everyone a right to health care and an 
Seonment that is not harmful as discussed in Chapter 2 (sections 24, 27 and 28 of the 
—ensitution of the Republic of South Africa have to be addressed 


| 


= smplication of these factors is thal appropriate and effective resource allocation 
=nanisms must be adopted to ensure that resources are properly aligned to meeting the 
«zs of the people across the 9 geographical regions of the country The NHI Fund wiil be 
$5 receiving end of the revenues thal are collected by the National Treasury (via the South 
Ека Revenue Service! in the form of general taxation and mandated NH! contributions 
Sseeional sources of funds will also be pooled from other sources such as donors and 
“ISOs. It is important to note here that appropriate and national policy aligned mechanisms 
WI Gave to be in place to ensure that funding that comes from external sources (ie bilateral 
252 multilateral organisations} will nave to form part of the funding that is intended to finance 
SeSonai, provincial and district priorities and programmes The option that could be 
zeesered here could be that of "basket funding" — a concept that refers tc the process 
ere external stakeholders are allowed the opportunity to participate :n determining 
"esEncare priorities for funding if they agree to make their funding revenue раг of the basket 


2nds intended to finance health service delivery. This is depicted in the ficure песи 
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PROPOSED FUNDING FLOWS FOR THE NATIONAL, PROVINCIAL AND DISTRICT 
HEALTH AUTHORITIES 
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The critical aspect of this whole process is that there must be adequate capacity at the 
National, Provincial and District level to collect relevant population and related information 
which will be used in the budgeting and resource allocation process. DHAs will regularly 
collect information from their target populations and this information will have to be 
systematically collated to create a database that clearly indicates the risk profile of the each 
respective DHA's population This population database will then be used in a needs-based 
resource allocation process (i.e. resource allocation based on the population risk profiles of 
the 52 DHAs) developed ai the National ‘evel to ensure an equitable allocation of the pooled 
funds 


According to the provisions of the Division of Revenue Act No. 1 of 2007 (DORA), equitable 
share allocations of financial resources must be undertaken by the National Treasury for all 
spheres of government. The DORA also provides for the action that National Treasury 
should take in instances of shortfalls and excess revenue. The responsibility for deciding 
how much of the allocated equitable share will be spent on health in each province is purely 
that of the Provincial administration. This is a matter that has to be changed within an NHI 
system thal is primarily based on developing a single-funder environment that is capable of 
reaping the economies of scale of a centralised purse. This implies that allocations for health 
will no longer have to go into the National Revenue Fund that is managed by Nationai 
Treasury. Instead, allocations ñor heath will have to go straight into the NHI Fund via the 
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National Treasury. All revenues collected by SARS as a mandatory contribution will be 
earmarked and allocated straight to the NHI Fund. Additional provisions to these allocations 
will have to be made to ensure that sufficient resources are available for infrastructural 
development and maintenance. 


The NHI Fund will be responsible for making disbursement of funds to the PHAs and DHAs 
using the Risk-Adjusted Capitated Global Budget approach. The risk adjustment factors to 
be used in the allocation formula could include components like regional age distribution, 
gender profile, specified disease categories (i.e. HIV & AIDS, TB prevalence). Appropriate 
mechanisms will have to be developed and implemented to address some of the potential 
challenges that could emanate from adopting this mechanism e.g. district health authorities 
could start to refer patients to other regions to ensure that there resources remain intact. A 
key approach here would be to ensure that districts with high levels of cross-border patient 
movements are sufficiently compensated for the budget spent on such patients. 


This matter is also important to consider in respect of portability of services for the covered 
members. Clearly it must be envisaged that members will not always access services only in 
the districts in which they are registered. To ensure effective portability of member 
entilements, mechanisms for reimbursements across districts must be carefully developed. 
That is, DHAs must be able to recover funds from other each other for services rendered to 
members. There must be clearly stipulated rules indicating the rates at which these 
reimbursements should occur and the timeframe within which they should be effected. 


An equally important matter that has to be considered carefully is the transition of the 
funding arrangements from the current ‘multiple funder system’ that includes the three 
spheres of government and the current medical schemes as financing intermediaries to the 
approved policy proposal of ‘a single funder NHI system’. |п practical terms, it is vital to plan 
for an intermediate phase in which there will be multiple funds disbursing resources to the 
PHAs and the DHAs. Within this environment the State (through the NHI Fund) will be the 
main source of funds for the system. 


46. Allocation of funds between accredited and non-accredited providers 


The NHI Fund will be responsible for making all annual funding disbursements to the PHAs 
and DHAs. In addition, the PHAs and DHAs will then reallocate these resources to the public 
and private accredited providers within their catchment population on needs-based resource 
allocation formulae. This will help ensure that equitable shares are allocated to the various 
2«ovinces and districts 


As for the non-accredited public providers, the allocation of resources to these facilities will 
save to be retained al the National leve! This is primarily to ensure that sufficient effort is 
=rected at mobilizing the necessary additional resources needed for tne facilities to attain 
accreditation in the shorlest possible time Alternatively, the PHAs and DHAs can retain 
central of allocating budgets to the non-accredited public providers while at the same time 
ensuring that these facilities are given sufficient support and resources so that they improved 
200 achieve accreditation in the shortesl possible time. Whatever mechanism is chosen as 
7e most appropriate approach, strong linkages to the NH} Fund will have to be retained to 
=esure that once a facility achieves accreditation there is a smooth transition in the funding 
2rangements from National to NH] Fund 


nth respect to the non-accredited private sector providers, the NHI Fund will nat be obliged 
= provide any financial and/or related resources to ensure thal they achieve accreditation in 
тх shortest possible. This will be the sole responsibility of the private providers and the NHI 
Fund cannot enter into any contractual arrangements with these providers until full 
accreditation is achieved. These providers will, however, be in the position to charge for their 


services on a fee-for-service basis (Le. out-of-pocket and reimbursement from medical 
schemes). 
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CHAPTER 5: PROVIDER PAYMENT MECHANISMS FOR SERVICE PROVIDERS 
5.1 BROAD OVERVIEW OF MECHANISMS 


Provider payment mechanisms refer to the way in which funds are transferred from a 
ourchaser to a health care provider. Through arrangements between providers and 
purchasers, such as incentives and risk sharing, payment mechanisms can bring a 
provider's behaviour more into line with the objectives of the purchaser. Payments are made 
either to an individual provider or to a health care facility, and in either case can be 
arospective, i.e. determined and/or made in advance, or retrospective, i.e. made after the 
service has been provided. The main forms of provider payment mechanism are as follows: 


* Toindividual providers 
^ salary: determined prospectively, paid retrospectively 
" fee for service: determined prospectively, paid retrospectively 


a capitation (i.e. a flat payment per person covered, who is then entitled to 
use all services covered in the benefit package offered by that provider): 
determined prospectively, paid prospectively 


• To facilities 
" budget allocations: determined prospectively, paid prospectively 
" fee for service: determined prospectively, paid retrospectively 


" per diem (a flat payment per day of hospitalization): determined 
prospectively, paid retrospectively 


a case-based fee (a flat payment per treatment package, such as for normal 
childbirth services), sometimes adjusted for risk factors, such as age and 
co-morbidities (such as in Diagnosis Related Groups - DRGs): 
determined prospectively, paid retrospectively 


Тао 5.1 below summarizes the advantages and disadvantages of each of these payment 
=«chanisms and suggests strategies to minimize the disadvantages. The most effective way 
= maximizing positive incentives and minimizing perverse incentives (incentives that have 
sreareseen, unintended, and/or adverse effects) is to use a mix of payment mechanisms 


7*e more fragmented a health care financing system and the greater the number of 
""3ependent purchasers, the more difficult it is to exerl pressure on providers to contain 
"9st If there are only one or two large purchasers, they can use their combined purchasing 
Bower to negotiate lower fees with providers and to impose global caps on reimbursement 
seis (Normand & Weber, 1994) With a large number of small purchasers, providers can 
smoly refuse to provide services to beneficiaries of purchasers who attempt to limit their 
Seit margins and income levels Alternatively, fee levels can be fixed by government 
*=aelation, but this may not necessarily limit practices such as over-servicing 


Table 5.1: Advantages and disadvantages of different provider payment mechanisms 


Payment 
mechanism | 
Зајагу Predictable 
expenditure 

Low 
administrative 
_costs 

Incentive for 
technical 
efficiency and 
preventive care 
Administration 
costs reasonably 
low 

Incentive for 
technical 
efficiency (where 
fee schedules are 


Capitation 


Fee for service 


| fixed 

Budget Predictable 

allocation expenditure and 
tight control 
Low 
administrative 
costs — 

Per diem "| Some incentive 
for technical 
efficiency 

Case-based Strong incentive 

(includes for efficient 

diagnosis operation 

related group 

payments): 


Advantages 


Disadvantages 


"Possible under-provision 
and/or poor quality of care 
Little incentive for efficient 


behaviour and productivity 


unless linked to 
Incentive for under-service 
Possible cream-skimming 
{attracting low-risk patients) 
| Possible cost shifting 
| (referral to another provider) 


| Incentive for overprovision 
and cost escalation 
High administrative costs 


Limited direct incentives for 


efficiency unless linked to 
performance 

Can lead to under servicing 
and cosi shifting 


| Incentive to extend length of 


stay and/or increase number 
of admissions 


Unpredictable expenditure 
Relatively high 
administrative costs 
Incentive for cream- 

| skimmina 






performance 


Ways of minimizing 


| disadvantages 


Peer review of provider 
practices 

Link part of payment to 
performance 


Adjust payments to risk 
Monitoring and peer 
review of provider 
practices (including 

| referral patterns) 
Patient choice of 
provider 
Global caps and/or 
adjusting fee to keep 
within resource limits 


Link part of payment to 
performance 
Monitoring and peer 
review 


Global caps/budget 
limits 
Lower fees for longer 
| stays | 
Adjust for case mix, i.e 
by grouping people 
| according to their use 
of resources 


Reproduced from: (Mclntyre, 2007); Sources of information: (Carrin & Hanvoravongchai, 


2002; Kutzin, 2001) 


5.2 OPTIONS FOR SOUTH AFRICA'S National Health Insurance 


A distinction needs to be made between the proposed provider payment mechanisms for 
recurrent costs and infrastructural maintenance and development The following sections 
describe payment arrangements for recurrent cost. Funding for infrastructure will remain a 
national and provincial responsibility through agreed annual budgets 


5.2.1 Objectives for provider payment mechanisms for SA NHi 


The specific provider payment mechanism: s) adopted for the SA NHI should facilitate 


achieving the following objectives 


* To promote positive benayicur су пезил саге providers (eg providing quality health 
care; adhering to teamen matos croviding preventive and promotive services in 
addition to curative сага оссо services efficiently): 
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• To discourage undesirable behaviour by health care providers (e.g. cream-skiamming 
low-risk patients and refusing to treat high-risk patients; Over-servicing or under- 
servicing of patients; and cost-shifting): 


• To contain costs (administrative and health care) in the health system; and 


* To promote predictability of revenue of existing health care providers (during the 
transition period) and predictability of total NHI expenditure. 


Before considering altemative provider payment mechanisms for differant types of Service 
providers, It ls important to ‘note that fee-for-service-as-the primary provider payment 
mechanism would be the least desirable option to achieve these objectives (see Table E 
Within a commercial environment, it is standard practice to 'unbundle' services and pay for 
each service separately. It involves health care providers receiving a fee for each service 
such as an office visit, test, procedure, or other health care service. Fee for service offers 
rewarda-for seeing more patients, generating more services and upcoding procedures and 
diagnosss. Fee for service financing encourages providers to increase their income by 
providing unnecessary or redundant services. 


The main disadvantage of fee-for service is that there are no deterrents to how many 
services are rendered. However, fee-for-service payments could be used in a limited way to 
complement other provider payment mechanisms which should predominate. For instance, 
for services not covered under the NHI package of services. 


5.2.2 Provider payments to PHC providers 


The proposed main reimbursement mechanism for accredited PHC providers in the NHI is 
Se! of capitation, Capitation Is a fixed payment (usually per month) made ta a PHC provider 
for each person registered jo receive services from that pravidér. Cost containment is the 
Soncipal Motivation for implementing capitation in this instance. The capitation payment will 
Se risk-adjusted, lo take account of age and.gander (@ higher capitation for very young 
zhildren and the alderdy and possibly women af childbeaHng sae) А ‘cap’ Will be placed оп 
Sepitaton payments to each provider, mainly to ensure that ach provider-does not fake on 
So many pallents-and then under-serveé them. The cap can be expressed in termsof the 
total number of patients that a provider can have on their ‘books’ (e.g. 2,000 patients per 
general practitioner), and/or in terms of the total capitation payment they can receive. 


The key challenges with adopting a capitation approach in South Africa are: 


> Enormous administrative effort will be required - the entire population will have to register 
with a health facility and must be phased in over the implementation period of NHI (which 
will take considerable time and will require extensive public education); 


y 


Strong mechanisms for the review of PHC provider practices need to be established 
(particularly to ensure that there is not excessive referrals and to avoid under-servicing): 
and 


» Given that public sector PHC facilities are currently funded via budgets, a rapid move to 
capitation funding could seriously destabilise these facilities 


Ai least for the foreseeable future, public sector PHC providers should continue to be funded 
wa budgets until they are capacitated and NHI accredited. 1t should be recognised that 
Smg can be equated wit a crude capitation payment approach; e d. rf there rg onty ana 
PSG providar inva particutar area: the budget can be-sel on the basis of the sie of the 
sopulation they serve and through applying the agreed capitation rate. if there are two 
accredited PHC providers in an area, one public and one private; the private provider will be 
ракі оп a ‘pure’ capitation basis (based on the number of patients registered with them) 


(n 
ir 


while the public provider could initially be given a budget linked to capitation rates (total 
population in area less those registered with the private provider and apply the capitation 
rate). This could gradually be phased into a universal capitation approach for PHC services. 


Careful attention needs to be paid to service provision arrangements for PHC services. In 
particular, the respective rales of public and private PHC providers must ba considered and 
Ihere must be a clear plan for how to reduce service cifferantiats between the (Wo sectors as 
rapidly as possible, Standards must be maintained in both public and private sector facilities 
and considerable effort should be devoted to improving public PHC facilities, particularly in 
relation to staffing levels, including through approaches such as sessional appointments with 
private GPs if inadequate numbers of salaried doctors can be attracted to work in public 
PHC facilities. If this does not occur, there is the risk that higher income groups will all 
immediately register with accredited private PHC providers and poorer groups will have to 
rely on currently under-staffed public sector PHC services. The strategic preference is to try 
and accredit public providers first and then look for private alternatives where public facilities 
worthy of accreditation may not immediately exist. 


Payment arrangements will also have to be made to compensate PHC providers when a 
patient uses a provider with whom they ara not registered (e.g. if they fall ill. while Iravelling). 
This is necessary to ensure portability of benefits. \While it may be necessary to pay for this 
on a fee-for-service basis, again caps should be placed the total value of fee-for-service 
payments per provider. In addition, careful public education of the need to use the provider 
with whom they are registered except under very specific conditions (patients should be able 
to move their registration to another provider if they are dissatisfied with their current 
provider, but this should generally only be allowed once a year). 


5.2.3 Provider payments for hospital care 


Universal health systems most frequently either use budgets or case-based (e.g. DRGs) 
reimbursement mechanisms. Diagnosis Related Groups (DRGs) are a classification system 
that groups patients according to their clinical characteristics and the consumption of 
resources required for their treatment. It classifies hospital cases who have a similar hospital 
resource use, and who are expected to use the same level of hospital resources (sometimes 
called iso-resource use groups). This simplifies the complexity of patient specific diagnoses 
by grouping similar diagnostic categories into clinically meaningful diagnostic clusters where 
resource use is also similar. This approach reduces the transaction costs of third party 
payment, and gives providers the incentives to provide care more efficiently because 
reimbursement is determined by the level of patient need, not the service intensity provided. 
The DRG system is developed as a part of the prospective payment system and is assigned 
by a grouper programme on ICD diagnoses, procedures, age, sex, and the presence of 
complications. Once again, considerable administrative capacity will be needed to effectively 
introduce case-based payments, the extent of which should not be underestimated, Part of 
the accreditation process will involve assessing hospital capacity to operate on the basis of 
DRGs and therefore what is required to improve the required capacity 


A giobal budget is a reimbursement mechanism used to reimburse providers for a range of 
health care services. It involves providing budget amounts determined prospectively and 
paid prospectively Global budgets are best used wilh a large number of covered lives in 
order to spread risk It is advisable that budgets continue to be the primary provider payment 
mechanism for public seclor hospitals for ihe foreseeable future, particularly given the 
importance of restoring public hospitals to being the provider of choice for the majority of 
South Africans A similar approach could be adopted for hospital care as for PHC, in that 
accredited private hospitals could be reimbursed on a case-based payment basis and public 
hospitals provided with budgets uri such time as all payments can be made through means 
of case-based payments ite momant tat the mechanism for reimbursing shareholder 
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hospital groups be supported by specific conditions such as annual reambursement caps and 
zero tolerance to differential treatment between NHI and fee paying private patents. 


An alternative approach is to explore the option of paying an all inclusive capitation fee to 
‘gatekeeper’ PHC providers. These PHC providers then cover the costs of all specialists to 
which they refer a patient and for inpatient care. This could either take the form of the ‘GP 
fund-holding’ model adapted in the UK NHS, or the approach adopted in Thailand, where 
capitation payments are made to hospitals, with the hospital OPD providing PHC and 
Specialist care as well as inpatient care. 


The issue of how to pay specialists and allied professionals will require careful consideration. 
In the case of public hospitals, those in full-time employment would be paid on a salaried 
basis while those in part-time employment would be paid on a sessional basis. Capitation to 
primary care providers may also include cover for specialist clinical investigations such as 
pathology and radiology, which are some of the key cost drivers and cost containment will be 
the principal motivation for implementing capitation in these instances. Institutions such as 
fhe NHLS and accredited private sector laboratory services will be reimbursed at an agreed 
fee. The key issue that needs further consideration is how to draw on the specialist 
resources that are located in the private sector. 


5.3 Pricing and Negotiation Mechanisms 


The NHIA will set capitation levels and prices for reimbursement of both public and private 
providers. The prices and capitation levels will be negotiated nationally in accordance with 
the NHA and once agreed these will be used by all NHI accredited facilities in the country. 
What is critical is that prices and capitation levels set do not support profiteering and hence 
allow for cost containment and quality improvements. 


ir summary, the proposal is that accredited PHC facilities be reimbursed on a per capita 
basis (otherwise continue receiving budgets), hospitals continue to receive budgets unless 
accredited in which case they will be reimbursed on a case-based (or DRG) system, public 
doctors and specialists be salaried where possible otherwise private specialists and other 
allicd professionals be paid on per case basis with caps. Fee-for service payments with caps 
m exceptional circumstances related to portability of services and voluntary private sector 
wbksations 


CHAPTER 6: 
ESTABLISHMENT DISTRICT HEALTH COUNCILS 


6.1 Establishment of District Health Council structures in line with the new National 
Health Act (2004) 


One of the major requirements of the National Health Insurance is the creation of functioning 
structures at a District level and local government levei for health service delivery. The 
National Health Act (2004) has mandated the establishment of District Health Councils. This 
chapter addresses its establishment as well as challenges currently experienced with the 
district health system. It ends with plans for addressing these challenges. 


6.1.1 Background and Context 


The Alma Ata declaration on Primary Health Care (PHC) in 1978* and the World 
Health Organisation's" definition of a-district health system provided the international 
context for health sector transformation in South Africa. In South Africa a White 
Paper for the Transformation of the Healih System was published in 1997°. This 
White Paper setthe framework for establishing @-Distrlot Health Systarn (DHS) and 
formed (he basis for the National Health Act of 2004! (the Acti. 


The Act provides for the establishment of district health councils (DHC) whose 
boundaries coincide with the administrative structures of local government viz the six 
metropolitan and 46 district municipalities. The principles of the DHS are: 


overcoming fragmentation 
equity 

comprehensive services 
effectiveness 

efficiency 

quality 

access to services 

local accountability 
community participation 
developmenta! and intersectoral approach 
sustainability 


In terms of the Act the Member of the Executive Council (MEC) for Health in each 
province must establish a DHC in each district under the chair of a person nominated 
by the relevant metropolitan or district municipality These DHCs must promote 
cooperative governance, ensure that there is coordination of planning, budgeting, 
provisioning and monitoring of all health services in the health district and advise the 
MEC for health and the municipality an any heaith matter 


" Declaration of Alma Ata Internationa: conference on Primar y Health Care, Alma Ata, USSR, 6-12 
ерше Лан 
“Taimo É Tenwarze = Ба ту сати Diang A matano disiet heap Hise ОН 
primary heailh care World Hear Неве ом Geneva, 1991 

* Department of Health White sacer io tne transformation of Ihe health system in Soulh Africa, 1997 
Notice 667 of 1997 in the Сора аи E zeno 17910 
' National Health Act of Z002 Aci 3i œ I2 Government Gazelle Мо! 469. Ма 26595 Саре Томп 
23 July 2004. 
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Provincial legislation is required to provide for the functioning 27 == DCs =, 
approval of the budget and setting performance targets for "es senares л 
district. 


dh 


The MEC for Health is required to ensure that districts are adecuaiery mareged while 
the municipality is required to ensure that municipal health services (a range of 
environmental health services) are effectively provided throughout the health district. 


On an annual basis the health manager of the district must draw up a district health 
plan (in line with national and provincial health priorities and the integrated 
development plan of the municipality) which also contains a human resource plan for 
the district. The Minister and the MECs, together with the relevant District Health 
Manager discuss the plan. Once agreed upon the Minister will discuss the plan with 
the National Health insurance Authority with a view to get it funded. 


6.1.2 Key problems related to the DHS 
6.1.2.1 Political governance, oversight and accountability 


By the end of September 2008, no provinces had finalised legislation required by the 
Act although KwaZulu-Natal had published a draft health care bill for comment? As a 
result the envisaged political accountability measures are not in place and the 
associated governance and oversight functions are consequently neglected. in many 
districts the district plans and budgets are not aligned with the provincial plans and 
targets are not monitored adequately. 


The management structures of districts vary widely. Recent research highlights the 
fact that there is widespread lack of standardisation of the district management 
teams (DMTs) with regards to district organogrammes, job descriptions, roles and 
responsibilities, accountability and communication with provinces and relationships 
between DMTs and district hospitals ? 


The districts vary in size from servicing a population of 50,000 in the large sparsely 
populated Northern Cape to servicing nearly four million people in the metropolitan 
municipalities, The management structures, roles and responsibilities in sub-districts 
are not uniform and vary considerably from district to district. 


5.1.2.2 Integration 


One of the principles of the Act is thal fragmentation should be overcome In August 
2005 the National Health Council resolved that the fragmentation between local 
government and proviricial health deparmerits should be réduead lhrougt the 
consaidaton of all health Services [persanal PHCY" late provincial strietures thal 
absorb municipal services and staff. Although this has happened in many provinces, 
at the tme of writing there is still duplication of structures in the six metropolitan 
municipalities and many district municipalities in the Easter Cape, Mpumalanga and 





4 


РА, Heywood M, Honermann B. AIDS Law Protect. The National Health Act 8! o£ 2003 - 4 

ze Siber nk 2008 

S=a'th Systems Trust. Review of structures. compelencies and training interventions to 

Sac Management in the national health system of South Africa January 2008. in Press 
Ве term persanal PHC is meant to denote individual health care services These inch 

S>-ertve, promotive, curative and rehabilitative services In contrast non-persona! PSC 

Seesce such things as environmental health services (e.g. water and air pollution! 
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KwaZulu-Natal still detiver personal PHC. The Westem Cape offers an example of 
successful phased implementation of the DHS in district municipalities." 


6.1.2.3 Equity 


Although there has been much improvement in equity of resource allocation there is 
still a great deal of disparity. The figure below illustrates the per capita expenditure in 
2007/08 by district. This ranges from the lowest per capita expenditure (PCE) of 
R191 per capita in Lejweleputswa in the Free State to the highest, R633, in 
Namakwa in the Northern Cape. The 3.3 fold difference between the district with the 
highest PCE and the district with the lowest PCE in South Africa is unchanged from 
2006/07, although there has been a decrease from the 3.5 fold difference in 2005/06 
and a large decrease from the nine-fold difference in 200117. 


" Barron P. The Phased Implementation of the District Health System in the Western Cape Province - 
A case’ Study. Department of Heaith. Western Cape. 2008 

” Monticaill F, Day C. Barron P. SeSc E The cisrict health barometer 2007/08 Health Systems Trust 
in Press 
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Figure 1; Non-hospital PHC expenditure oer capita 2007/86 


Nen-hospital PHS expenditure per capita, 2087/88. 
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6.1.2.4 Efficiency and effectiveness 


The DHS varias considerably In its effectiveness from district Io distrct.For example 
tie TB cure rete" ranges from districis in the Western Саре with cure rales above 
80% to those in KwaZulu-Natal with cure rates of less than 40%." ^ Similarly the 
success of the prevention of mother to child transmission (PMTCT) of HIV varies 
considerably from district to district. 


There are aiso wide differences in efficiency. An analysis of district hospitals shows 
that the average cost per patient day equivalent (PDE) in South Africa in 2007/8 was 
R1128. This conceals a wide range from a low of R744 in Chris Hani district (EC) to a 
high of R2 363 in Frances Baard district (NC). Even allowing for some deficiencies in 
the quality of the data there were wide intra-provincial differences among districts. s 
district hospitals consume over 40% of total district resources the wide ranges in this 
indicator are of great concern. At the high end it may indicate lack of efficiency or 
leakage oul of the system while at the low end it may indicate poor quality of care 


6.1.2.5 Comprehensive services 


Although districts are supposed fo offer a comprehenslys package af primary health 
Care services” in reallly many (if nol. nies!) districts do nol offer the full range of 
services. Rationing occurs either explicitly, where services are not offered at all (e.g 
many community health centres do not do either medical or surgical termination of 
pregnancy), or implicitly, where the service is offered but not done comprehensively 
(e.g. mental health services, screening for cervical cancer). 


In addition since the publication of this package in 2001, additional services have 
been added to the package (e.g. ART for people with AIDS; PMTCT services) which 
are not offered in a comprehensive way throughout the district facilities. The new 
package for primary health care package is comprehensive (see Chapter 8). 


6.1.2.6 Access and utilisation 


As is shown in the table below, the public sector DHS contains over 3 000 clinics and 
nearly 300 community health centres and district hospitals scattered throughout the 
nine provinces. The number of doctors and other professionals working at primary 
care level in the private sector is not accurately known and is discussed in section 12 
of this report which deals with human resources. Generally there is reasonable 
access {o clinics with the great majority of the population living within five kms of a 
facility and much closer than this in urban areas. 


" The TB cure rate is used as marker of the effectiveness of the TB control progamme and measures 
the proportion of people who have infectious TB who are cured of this disease and is based on six 
months-antibiotic treatment supported by oblactve |abotatory disgnosis, 

™ Montioeill F, Day 6, Bamon P. Selis E. The district health barometer 2007/08. Health Systems Trust 
in Press. 

' Department of Health. A comprehensive primary health care service package for South África. 
September 2001. 
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Table |: Numbers of primary level facilities by province 


| Clinics CHCs ; Mobile District 
; Services ИЕ | 
Eastern Cape 683 32 140 [ 61 


Free State 35 — "ium 25 
Gauteng '33 ' 50 | 


15 153 

















KwaZulu-Natal 
Limpopo 


Mpumalanga 231 36 76 23 
eter ба 118 | 20 № 24 
North West 286 | 51 JD 
| Western Cape 263 64 | 98 Eum ] 
‘Soutien r — 313 зз [26 — m 


There has been litte change in the utilisation rate-of firstlevel-services over (he egal 
four years end It has Tluctuated between 2.1 and 2.3 visite per person par vear, This 
refers to people who are dependant an Ihe public sector and generally refers to the 
85% of the population who de not belong ta medical schemes. This-ulilisation iz 
thebgntte be Well betow. thé optimum number at vielts [ог primary care which le 
estimated to be at least 3.5 visits per person per year. This is indicative of 
considerable unmet need for health services and has substantial implications for the 
planning of service delivery in a DHS under the NHI. 


a 





6.1.2.7 Quality of care 


There are numerous reports relating to poor quality of care in the public sector 
primary care facilities. This quote from the 2006 South African Health review 
illustrates the problem: 


“in addition to the type of service received and the quality of that particular 
service, here are also (ssues of cormmurication and intermsctien befwesr 
patient and provider... Although many:studies report that petlents are 
generally satisfied with the quality of ANC [antenatal care] services, ihe same 
studies show that quality was a problem. This may be because expectations 
of service are genarally low. At a national level, quality of care in 
Güntraceplive- services has shown thal 2096 af wormen reported that the 
provider shouted or scolded the patient in the family planning setting. "* 


Countrywite less thar Kaif of all clinics and CHCs received a salistactory supenasory 
visit ori & monthly basis In 2007/08. Supportive supervisten Is. one of ine си ен 
Teclors contribuling to cantinupus improvement in the quality of care. 


- * Beksinka M, Mullick S, Kunene B. Maternal Care: Antenatal, peri and postnatal. in jumba P and 
Padarath A editors. South African Health Review 2006. Durban: Health Systems Trust 2006. 








The private sector is not immune to quality of care issues. If brought inte ihe DHS, 
private sector practitioners would have to undergo massive training in ardar far them 
to cope with standardised protocols for the management of illnesses, including the 
infectious diseases of TB and sexually transmitted infections including HIV. 


6.1.2.8 Local accountability and community participation 


The Act (section 42) requires. provincial legislation to establish committees for clinics 
and CHCs, However, thls section ol lhe Act had by’ September 2008 not beer 
prodiaimed by tha President nor had provinalel legislation been passed, Therefore 
these committees, which are musnt to include commbunily represeniatives, have not 
been established in the manner intended." It is important that the Act be proclaimed 
as soon as possible to make it possible for the National Health Insurance is 
established. 


Under Sestion 44 of fhe Act the MEG must appoint arepreseniative board for each 
dietrict haepllat and mus! pregeribe the functions of such horde and the the 
procedure for meelinigs. Included Inthe boerd must be community representatives. 
Although no delinitive research |e-aveilable It ls though! thal In most Instances these 
hospital boards-ars tol working s8 envisaged In the Act, 


6.1.2.9 Developmental and intersectoral approach 


in most health districts, district health plans are drawn up largely by the district health 
managers employed in the provincial health deparimenis, They are Thus not 
integrated with (he Integrated development plans (IDEs) of lócal cavermment 
municipalities. 


There are few concrete exemples Where lina deparinents work well together and 
with gach other synergistically so that there i5 аһ intersectoral approach In tackling 
developmental Issues. As many of the malor Issues facing the health sector in South 
Africa (6.9. HIV, TB, homicide, violence; motor vehicle-accidents) have their roots 
cutsida Ihe health-sector itis imperative that en Infersectoral approach be adopted to 
tackle the social and economic determinants of health. i 


6.1.2.10 Limited managerial capacity 


in addition te thé issues telated to the principles of the DHS there era a range of 
aiher legues: Thasa include challanges related to ma nagament and lak oF | 
management capacity lo deal with (he complexities of the DHS, issues ralated ta Hf 
including denotivation of staff; high turnever and’atiriion rates; overall shortage of 
certain categories of staff; lack of use of data for monitoring and evaluation and 
therefore for decision making. Ad hoc, unco-ordinated management and decision 
making by national and provincial health departments add to the difficulties of running 
the DHS optimally. 


6.2 Priorities for investment in administrative and management capacity of DHCs. 


The issues raised in the preceding section all need to be systematically and 
methodically dealt with. Strategies for doing this would include: 





17 Hassim A, Heywood M, Honermann B. AIDS Law Project. The National Health Act 61 of 2003 — A 
Guide. Siber Ink 2008. Page 63. 
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Section 5 of the Act (dealing with the DHS) needs to be legestaked for zt 
provincial level and implemented. Alternatively the Act needs ip be amended 
to fit in with the priorities and policies of the NH} 


There needs to be a political decision about the integration of personal PHC, 
especially in the metropolitan municipalities, and local and provincial health 
departments need to be merged, 


District management team structures need to be reviewed. There needs io be 
clarity of rele, functiert, responsibility, secauntsbllly and communication 
There naads to be standardisation throughout IFe-52 districts with lins 
relationship between the CEOs of hospitals and the DMTs clarified as well as 
that between the DM and the province. The need for sub-districts and 
management siructures in these also needs to be defined, clarified and 
standardised, 


It'is Important that every cilizen is treated equitably and fairly. Currently there 
sé targe mismatch between resource allocation and need. Generally the 
health districts with thi best Infrsstructure and-secic-ecenemic cireumstances- 
(‘least deprived”) recelve more resources per capita for health care than do 
those that are “most deprived”. Under the National Health Insurance resource 
-allacation per district needs ta-bs first equalised and Ihen progressively 
allocated according to need based on clear allocation ferrata. 


Resources need to be used both effactively and efficiently. Clear norms and 
Standards reed lo be developed a! national level, benchmarked on best 
performance in the country. There needs to be B System of conlinuaus: 
performance improvement based on individual facilities. Managerial 
performance at every level needs to be assessed based on objective 
evidence linked to targets and adherence to norms and standards. 


The depth and breadth of the package of services io be provided in the DHS 
heads to be clearly and inembiguousty defined ao {hat every health provider 
апо every citizen i= aware of What services should be-provided ai wal вме 
of cares This applies to the community health worker working at community 
level through to district hospitals. This- package neede to be gs broad ag 
possibie (i.e. comprehensive) so thet aut of pocket expenditure is avoided. 
The matter is partially dealt with [n Chapter 8. 


Issues around access tao health services peed to be locked &t en a:district by 
district basis and plans made for imprevement to this. It will require different 
solutions depehdert on population density, infrastructure and avallabla 
transport systems. The utilisation of health services should be used as a 
benchmark to measure access, 


Utllisatior] is dependent on quality as well ag access. Quality of care should 
be subject to. continuous Improvement tnrouah s renge of initiatives. Included 
in tese are that fhsre should be clear clinics! protocats for all conditions; 
there should bea system nf clinical governance with periodic peer review: 
there should be regular supportive supervision of clinics and CHGS; mortality 
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and morbidity reviews need to be mstitutionalised. Patient satisfaction reviews 
should be independently conducted. 


* As much of the improvement in health care is dependent on what happens at 
the individual and community level, (e.g. risky health behaviour, health 
Seeking behaviour) it is important that the voice of the community is stronger. 
The role of health committees needs to be institutionalised (in the same way 
that school governing bodies have been institutionalised). The legislation 
provided for in the Act needs to be brought into effect. 


* Municipalities as developmentally oriented institutions need to be revitalised. 
For example, a problem such as cholera should not be seen only as a clinical 
issue for the health services. Environmental services (e.g. water testing) and 
engineering services (e.g. water provision) should work intersectorally with 
health services for the well-being of the population 


* As provision of health care is a service industry resting on the people working 
in the DHS, every aspect of human resources planning and management 
needs to be re-scrutinised and improved, including recruitment, induction, 
retention, training, supervision, support and career structuring. 

* Information management and monitoring and evaluation needs to be given 
the prominence that it deserves so that there can be speedy review of 
implementation and remedial steps based on key indicators of performance at 
every level in the system can be taken swiftly. 


6.3 Develop priorities for health services at the local level within the DHS 


= There should be an incremental improvement in the delivery of health 
services over a five year period with a long term strategy to provide the full 
package of defined services. Clearly each district will be starting from a 
different baseline with a unique set of problems. 


* The priorities initially would be based on the most commonly occurring health 
problems and for most districts these would include at least the range of HIV 
services, TB services, maternal and child health services and emergency 
services. Once these have been satisfactorily sorted, it is likely that many of 
the systemic problems will also have been sorted out and that incremental 
improvements in other components of the comprehensive package will come 
about. Facilities that meet the criteria for accreditation will be included in the 
National Health Insurance. Those unable to meet the accreditation criteria 
will be assisted to do so within five years of implementation of the National 
Health Insurance Plan. 


• Incorporation of the private sector to work cooperatively with public sector 
facilities to deliver comprehensive PHC will need careful consideration and 
planning. Different models should be piloted and evaluated in different 
contexts 80 that theta js clear understanding of what works and what doesn't 
in the South African context before any one model is taken to scale. 


6.4. Develop district health plans to be used for financing health services 
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* Curranily district health plans (DHPs) are based on an historica view cf 
service delivery and historical budgets. Under the NHI, R wil not be business 

as usual. DMTs will need a range of support to conceptualise and 
operationalise their plans so that these reflect the resources required to 
deliver the full package of services. It is likely that each district will need a 
roadmap five year plan (similar to a long term transformation pian) which will 
guide the annual operational/business plan on the way forward for the phased 
implementation of the NHI. 


* his support will include at least finance, human resource and 
epidemiological input. i 





CHAPTER 7: REGISTRATION OF THE POPULATION PER DISTRICT AND CATCHMENT 
AREA 


7.1 Introduction 


The policy proposal for the National Health Insurance unequivocally states that NHI 
membership will be compulsory and in order to access NHI services people must be 
registered and hold an NHI card. Furthermore, it.clearly states that accredited providers of 
the comprehensive package of services willlargely be funded on a per capita basis and will 
thus be responsible for a defined population. Registration of the populations within defined 
geographical areas, and documentation of all existing private and public health facilities 
including professional groups such as general practitioners and specialists will be critical to 
the successful implementation of NHI. This section describes what needs to be done to 
ensure that potential beneficiaries are registered and linked to accessible health care 
facilities in their area. This involves three distinct phases: (i) providing a population and 
facility profite through geo-mapping (ii) defining the catchment population and (iii) assessing 
the functionality of each facility. 


7.2 Defining District Population 


The role of the District Health System (DHS) is critical to the delivery of NHI services and 
therefore the starting point in identifying beneficiary populations is to clearly identify the basic 
planning/ and administrative demarcations, that is, districts. The NHI refers to the District 
Health Authorities which are defined in chapter five in the National Health Act under the 
establishment of the DHS. It stipulates that each health district is required to be coterminous 
with Local Government (LG) district and metropolitan boundaries. Since interim health 
districts were established before LG finalized district boundaries in 2001, health districts 
were not necessarily contiguous with the administrative district boundaries as defined by the 
Municipal Demarcation Board for LG. Currently, most health districts have been aligned with 
LG jurisdictions as shown in Table 7.0, What is crucial is that the population profile is known 
and that the population covered is appropriately calculated. 


First, most recent National Census data from STATS SA will be used to depict the national 
population broken down by province and district. This will provide an overview of potential 
beneficiaries in the districts, provinces and nationally. Second, in areas where the districts as 
defined by the census do not coincide with the DoH defined district health authorities, the 
population covered will be recalculated using enumeration area population figures. The idea 
is to make sure that correct coverage populations are established for planning purposes 
(namely, resource and infrastructure planning for NHI) (See Table 7.0) 
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Source: Municipal Semarcation Board and Dept of Health 
Projections tor 2007 will be torte before: pisni is finalized 


7.3 Establishing a National Database of Health Facilities and Professionals 
7.3.1, Health Care Facilities 


The main purpose ol this exercise isin esiabiish, as taras) possible, the existing stack and 
distribution of health facilites in Seuth Africa both public and private. An understending of 
#Vallable health facilities in the country will facilitate the implementation ofthe proposed per 
capilla resource allocation mechanism under NHI fo designated and accredited providers. 
Most importantly, knowing the oessraphic location of these facilities and the populations they 
cover is vital Information for prese planning af the service delivery model for NHI. An 
understanding of whal faciliiies sedst end where, will amongst ather things, inform the 
accreditation process, gerative eoniracisal arrangements (e.g. having PPP where publie 
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facilities do not exist), infrastructural development and human resource rediednibuion 
Strategy. 


The databsee-will be the first of Its kInd-dn that I! will attempt to provide a consolidaked record 
of most, if pot all, facilities һу {ура апа level, These are stipulated by the Nasional 


Department of Health with definitions provided in appendix 1. The following is an outline of 
he criteria! deta items per district: 


* Ownership: — public; private-(Tor profit / nat-for-pratit) 
= Level, Primary tambutatory / refered) day care} 
* Sacondary (acute саге (slip down Or sub-ecuie chrome care} 
* Teniary (provincial /natlonal referral / centred reierrai РНЕ! 
referrals — 
* Type: Clinic / satellite clinic / mobile / CHC / General practitioner / specialist 
consulting / convalescent unit/ rehab unit / hospice etc 
information to construct this facility proltile-was receives fram & veriBty of sources, for 
€xample, the Department of Health, Privaia Hospitals Asenciation (PHA), Department of 
Social Development (DSD), Board of Hadith Care Funders: BHOF), focal municipalities). 


4cdilicnal information sh the Re of hosglial cernvices and numberof beds for privata 
Seeplials ts-aiso Availabie. Information on general practitioners, group practices - private 
gesrmacies arid ethar-allieci Independent prividers and who are recHetered wilh fhe Board of 
Sah Cere Funders will be integrated into the date bsse per distri! 


7.3.2. Health Prafessionals 


m sddillon tn the facility database, 2 databese af ail crilical professionals starting with 
Sectors. nurses arid specialists with details of their physical location (where possible) by 
Вис ал provinces will be developed. The main objective li fo understand the soread of 
Lees human resouroes-and therefore design human resourte гесги тел! and deployment 
| Seles and procedures under NHI that will addtees inequities where Ihay exist. Thie 


БББ of exisiing human resources is integral to the human réeeuroes planning process 
2 Chapter 12) 


on public-sector provessionais will be obteitied from the National and Provincial Health 
Seenmenis, and that of private Speciatsts will be gleaned from the Health Professional 
"Esenciis, Board of H&alll Care Funders, local municipalities, and any other sources 
кйш during the dats collection axctéa. 


geo-mappins of professionals will be dane-te-show the spread 
Sceal heaith professionals acres the country. This is very Important ih assessing service 
кару snd most importantly capacity to:provide NHI services: 


Health Facility Accessibility Modelling 


 =ыыњу modelling is about establishing location of facilities (by level of care) and their 
s=ssibility to the population and the key parameter of geographical access is distance 


zx. | i SSS psi Dia 35 dius fo 
© Sellity. A distinction can made between geographical access and workplace access, 


зе access is primarily conceived in terms of residential access to health care providers, 


Faken into consideration. It may be necessarv to include both approaches in tha nenne 


> РЕКА ed ee eos 
SScessibility modelling. The facilities dale ba © Will be used |п geo-map sli the facilities 
*Eording to the criteria stated earlier. 


This exercise will show clearly which facilities are located where; however, it does not tell us 
anything about which facilities are tunctionel ornot The Deparment of Health will than 
&ssist Iri reviewing all facilities in Terms-of functional preparedness (See Section on 
infrastrudture-and sooraditation) to pravide NHI &ervices. Tha presence ofa non-unctional 
facility is as good as having no facility and therefore cannot, for practios! purposes be used 
to determine access. 


The Department of Health nórrs and standards pEwhet type-offacility:should exist within 
whal tadus (walking or travelling disiante) and forwhal size ofthe population are important 
in identifying service access ard gaps, ard more specifically’ Will inform the processes of 
identifying facilities to consider for-acoreditatian end inclusion in the NHI system. 


7.5. Catchment Area Exercise Modelling 


Whilst accessibility modelling will assist in identifgma Tacililes and people's access to Mess 
health care facilities (population coverage), it does at show which facilites аге best located 
formwhich population (eatchment populesion), Catchment area analysis will show which 
populations wee which facility and all (his isa function of the following factors, amongst 
others: 


Location of the facility versus covered population 
Population density 

Topography 

Transport nelwerks 

Common mode of transport 

Type of Facility 

Perceived Quality of care 

Continuity of care 

Burden of disease per district / province 
Migration patterns of general population 


Public sector utilisation data will be collected from the routine health information system and 
any ather ulilisstion $tudles dene by tha National and or Provincial Departments of Health 
(e.g. SSCBIA study), from the Council of Medieal Schemes, Board of Health Garo Funders, 
Privale Hasaitals Associatlen of South Africa and others, Using flowemaps it will be possible 
to model facility utilisation patterns and hence (he actual catchment population für each 
facility. 


7.6 Design of a National Health Insurance Card 


The Department ef Home Affairs auerently provides Identification Documents (ID) for all 
&eulh African cillzans and permanent residents. The plan is that the existing Infrastructure, 
systeme end procedures for де по an ID be used to register everyone wha resides-in 
specific geographical areas. The esting challenges ot getting an ID which might negatively 
affect the acquisition of the NHI card will obviously need ta be siraamtined if there is.going to 
tie massive (or phased) ragisiralion of people опса Implementation begins, Eligibility of the 
population far registration witr the NHI will be clearly defined and in lire with intematianal 
vrectice, Tie appreach will depend on Ihe sssumed. strategy fnr implementing NH! over tne 
next five years. | у 


The Department of Health will be resporsibie for the actual design of the cand in termeof 


what it will look keand most importantly the Information that it will contain. In this regard, 
ithe NHI must be designed in such a way that it interfaces with the proposed NHI patient 
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record system and existing national identification system. This will not only ensure that there 
s no fraud in the NHI system but also that service benefits are portable to the card holder. 


‘Sven the challenges of trarisitiha from ba current system tp the NHI, itis important thatthe: 
Saren} National Identification Document be thé main document used far identifying NHI 
Seneticiaries, untitsuch time that the smart NHI card can be-given to people. The Smart 
Сега requires significant improvements |n information capacity and technology and the 
gssoeiated cosls need ta be established. This wlll ersure-thiat no drie ts denied access Ig 
services ai the beginnihg af tris process. Ther key issue js-that of registering people by 
Seinct end most importantly by desionaied facility: ^ 


7.7 Strategy for Registration of the population for NHI 


Besing sveryona allgible for NHI registered and moreso inked Iti specifit-heatlh csre 
Seliies presents fogistical anc practical challenges: Important parameters to -congider in 
Secding ona population registration strategy are: 


The proposed implementation period — 5 years 

Existing national infrastructure and databases to facilitate registration of people 

The annual target of 26% NH] coverage 

“The need to ensure that current contribulore receive uririterruptad sarviae-snd toss 
currently able to contribute but are not contributing get on board early 

The role-ot different government agencies ir ensuring rapid registrallon af people 

* The pace of accreditation of facilities in retedlan with inore&sing expectations as 
people register м 


The proposal is that the NHI be phased in over a five year period with a target of increasing 
кчесгдеє by 25% each year. Itis important that the accreditation process ba aligned to the 
SSersiion process io avald raising @xpeciations 4 more people register and.getthe NHI 
== end nol belng able to deliver quality services: Linking beneficiaries lo facilities сап. 
куе! he done-at higher coverage levels Tor NHI, far example, at 7595 in-year three and 
L zi 


= practical purposes, registration of paople for NH| should be done-at the вате time in af 
exis using the Deparment of Home Абате' platforms, that ts, infrastructure and 
b = However, Il ip Important that registration be preceded by massive public 
estan ori the: requirements for registration, what NH! is, its benefits, partability of 
Sr: anc phases through which it will be implemented including hew peaple will be 
sped to specific primary care facilities closest to them (first points of entry into the health 
=== =ystam) and the referral system. Tha Interim measure as mare facilities get accredited 
S= thal people continue to lise public facilities with er without accreditation 


e Bepartment of Home Affairs ЈЕ кву In ће registration process for two main reasons: 
Е 25 aforementioned it already has the capabilities and systems in place lo ragister 
=== in all the districts, and secondly, it hes. Updated databases of people with IDs (end 
Esential eddresses) which ars importanl Tor checking the peoples’ eligibility for NHI and 
mu NH) registration district. In addition; 8095 of birth reoistratioris are done by It and these 
zs significant part of the dependent populatian (those under 18 years without an I). 
Se highlighting is-that whilst this segment of the population does not have IDs. the 
Srtmont of Home Affairs allooatesthem-an |D-number thelis then Used ex post. Starting 
mii hic cohort of the Population will ensure that al the majority of the peapis are targeted for 
manssiration right from the beginning. 


invaddifion: a workplace based approached will be used to register people and their 
dependerits. These (hat ouirently contribute to mesic insurance and iheir dependaents can 
be registered through their employers after negoticlons With jhe respactive trade unions. 
The challenge ie to make sure that those who are nat caniribullag ta some Torm of health 
insurance bul are abre 1o 80, are registered throunh their workpleces, This will-erjeure that 
dhe critical mass of employed! people whn are able to contribute begin to do sa under NHI 
and henge improve the revenu stream for NHI: With is-approach an estimated 30 million 
peuple (contributors and at lane! 3 dependants) will be rapidi pegietered for NHL The next 


task would than be to register these in Ihe intormet ecenomy-and the unemplayed irr [He 
priority geographica! areas. 


Befdte the registration can be rallied out, is critical thet the registration process [e robustly 
pilot tested t^ that ary pressure pointe can be identified and addressed. 


7.8 Pilot Testing the Registration Process 


Tre plan Ie to establisheasub-tash Foam (hat Will-be responsible for pilot festina ће | 
registration prasees in a selected: ditrict baiween May end June 2009; The pital study (eam 


will be made up of people irom STATS 84, Deperiment cf Hane Affairs, Independant 


Electoral Garnmission, Local gowernmant, Department of Eabour dnd olher relevent 
stakeholders. | 


The pilot test will be desianed in such a way thatit sess combination of approaches: 
disinetbesed population registration usind the Depariment of Home Attaire and Independent 


Electoral Commission platforms ard processes, and workpiece bpsed approaches. 


The tam will be responsible for developing the papulation reaistration made that will thier 


be rolled. cut by the relevant implementing agencies for NHI ss sonas The Bill i& pessed In 
Parliament. | 
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CHAPTER 8: COMPREHENSIVE PACKAGE OF HEALTH SERVICES TO BE 
COVERED UNDER THE NATIONAL HEALTH INSURANCE SYSTEM 


8.1. INTRODUCTION 


Many countries, at different levels of economic growth. have instituted a number of 
health system reforms, These reforms have endeavoured jp transcend the Key 
reas af their health systems: namely funding, poolieg, purchasing ard provision of 
Tealth services for the Population. The primary oblectve fhat hes been diving 
ese reforms is the ‘humanitarian dtive’ and oF “Speil solidarity” principle that i 
targeted at ensuring that every household's economic, social and health security 
sre properly and adequately catered for to Snslite and improve heaflh auicames 
Brough the provision of financial risk protection. The consensus among policy 
makers, academins; researchers, ecariomists and intemational organizations is that 
745 can be effectively realised by creating the essential institutional and 
отапа опа! structures thal guarantee long term sustainability for social and 
Suman веситу. Adopting a framework for the health system that is based on the 
Eunciple of universal coverage offers a promising opportunity to provide: people. with 
3ocial! security and also helps to amellorate the unsustainable, cost ineffectlye and 
efficient use of the limited resources. 


А кеу element that has to be adequalely addressed if universal coverage js to 
Become a reallly in any given context le the clear definition of the package of 
Services that any given cilizen will be entitied lo опсе the system is reconfigured: 
Within the sphere of service provision, particularly in countries that are pursuing the 
-Sbieclive of universally thraugh some form ој mandatory health insurance system, 
Me clear definition of the benefits package hss been central to clearly Getermininig 
he scope of services that the stale will cover, either at publi or private provision: of 
"Services, 


Nal enrolments. and medical benefit payments for the package of services will be 
Sdministered by National Health Insurance- Authority through its network of 
Srovincial health authorities and district health councils offices: and other 
information claiming services: 


Therefore, the clear definition of the benefit package is. a key step in ensuring that 
he principle of universal coverage is fully realised and that-all citizens irrespective 
St iheir abilily to pay for services will have access to the needed care. It is 
portant to note thet the determination of the package must be based on 
Sansistent consideration of the principles of affordability 1,6, are the servicas being 
Covered cdst-eiféellve and getting the best value-for-money, including outcomes} 
sand sustainability (i.e. Is (hi ensulnig cost of the covered services sustainable in the 
Medium to long term and does || allow for system success). 


Additionally, the quality of health care that is provided must ba aéceptable sind 
appropriate. Services |n need that are covered under Ihe comprehensive package 
== Usually reimbursed using a defined reimbursement mechanism which ie usually 
sot the fee-for-service method. Fee-or-ssrvice method is typically prevalent in the. 
Private sector and considered unaffordable and inappropriate in the public sector. 


Equity here means that those with a greater need for services should be accorded 

sufficient -opparlunity to ensure that thoy access: and benefit from services as 
demanded by their needs and those with less need for services should actually 
benefit to that same extent. This implies that people should benefit purely based 
on their need for services, irrespective of their socio-economic status or any other 
factor. Obviously the debates around ‘need’ and ‘equity’ lead to the unavoidable 
debate of whose perspective should -be taken when considering the need and 
determining what is most equitable. 


A simplistic, yet acceptable approach, is to agree that need can never be 
universally described and that the context (Le. the legal and political space, 
economic circumstances, cultural values and the society) will impact significantly 
on the agreed upon definition of need and how it is going to be addressed. 


8.2. DEFINING A PACKAGE OF SERVICES 


The expansion of health services that a given population is entitled to should not be 
the only factor that is considered when deciding the package of services to be 
offered under a universal health insurance system. This implies that not each and 
every service should automatically be made part of the service. It is important that 
decision-makers consistently lock at identifying cost-effective interventions That are 
results-based, provide һо с approaches to health system iniegrailon and 
development, and to the long term sustainability of the system. In defining the 
package of services that should be offered within a given context, three separate and 
interrelated matters must be adequately considered: 


• Breadth of Coverage: The size of the population that will be entitled to the 
package as defined 


. Depth ot Coverage; The number and type of services to be covered 

e lmpact an health qutcomes: Impact of services included іп the package on 
key indicators like Infant Mortality Rate, Maternal Mortality Rate, Immunization 
Rate, New HIV infections, TB cure rates, Burden of Disease, etc 


Taking the above three factors into consideration, | therefore implies that in 
determining the nature and type of services to be covered sufficient consideration 
must be taken of the: 


= Population demographics (e.g. age and gender profiles at the regional and 
national levels) 


= Epidemiological profile of the population (e.g. communicable and non- 
communicable diseases) 


= Health services utilisation (e.g. utilisation rates for primary, secondary, tertiary 
and quatemary services) 
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* List of health services available in the country (Le. national capacity for 
service provision and expansion) 


* The scope of the services to be covered in the package (i.e. is it all levels or 
care or not) 


" Sustainability and affordability of the entire benefit package 


Seforming the health system Їп а manner that effectively, efficiently and equitabily 


ads to the realisation of the principle of Universal coverage should involve providing 
dividuals and households will a package of tiealllicare services that is deslgned to 
suprove health outcomes and prevent éslasirophic healthcara expendilures. 
However, as indicated earlier, this does not in any way imply that any given service 
ould be included on tho packade irrespective of whether it is based on пева ог 
Want. Preference should always be given lo need. The need should be informed by 
Se population's epicemiblogical and other relevant profiles (2.9. age, gender, ets,). 


Lists 1 and 2 below provide the scope of the nature and type of services that should 
e covered in a package of services at the nman ant secondary levels of the 
Seaith sistem that are aimed al realising Universal coverage within a national health 
insurance system for South Africa. 


82.1 List 1: PRIMARY HEALTH CARE SERVICES 


* Women's Reproductive Health Services 
* Management & Prevention of Genetic Disorders & Birth Defects 
• integrated Management of Childhood Illnesses 
* Prevention, Management & Treatment of: 

HIV/AIDS 

Asthma 

Dysentery 

Helminths 

STis 

Tuberculosis 

Malaria 

Leprosy 

Rheumatic Fever & Rheumatic Heart Disease 

Chronic Diseases (i.e. Hypertension & Diabetes) & Geriatrics 


Cholera & Diarrhoeal Diseases 


VW VW Wo NW V v V V Ww Now 


Management of Communicable Diseases 


а 


Immunisation services 

Adolescent & Youth Health 

Trauma & Emergency 

Oral Health Services 

Mental Health (Psychiatric & Psychology) 
Sexual Abuse, Domestic and Gender Violence 


Substance Abuse 


. List 2: HOSPITAL HEALTH CARE SERVICES 


Paediatrics 
Obstetritcs & Gynaecology 
General surgery 
Orthopaedics 
Selected other Surgical Sub-Specialties: 
« Ophthalmology 
« Ear Nose & Throat Surgery 
= Urology 
a Reconstructive Surgery 
» Oral / Maxillo-Facial Surgery 
» Neurosurgery 
Day Surgery Service 
General (Interna!) Medicine 
Psychiatry 
Oncology 
AIDS Management 
Family Medicine: 
« OPD: General 
• Specialist 
• Casualty/ Emergency Service 
Forensic Service 
Community Health / Occupational Health Service 
Clinical Support Services: 
Anaesthesiology / ICU {Intensive Care Unit) / High Care / Theatres 








Radiology & Diagnostic Services 
Rehabilitation 


General Support Services: 
Pharmacy 

Laboratory: Pathology Services 
Blood Bank 





PAEDIATRIC RANGE; 
SERVICES 
Noonatal 
+ Premature infant (7 1.0009) Inciudimg) 
1, Respiratory distress (hyaline Membrane 
Ciseass, Pneumenis, Meconiuni Aspiration 
' Syndrome) 

2." Convulsions 

3. Septicaemia 

Short-term ventilation ( « 5 days) 

Pneumonia 

Hyaline Membrane Disease 

Meconium Aspiration Syndrome 

Convulsions 

Septicaemia 

Patent Ductus Arteriosus (medical closure) 

Anuria 

Abdominal obstruction including Necrotising 

Enterocilitis not requiring surgery 

Neonalal jaundice — (< 24 hrs after birth) 

* Pralonged jauridice —(»30d In Full-term infant and 
>14 d im preterm infant unresponsive lù 
phototherapy) 

è Persistent hypoglycaemia 

é Macrocephaly 
Congenital abnormalities 
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Paediatrics 
• Persistent/severe ainway obstruction — upper & 
lower 


Complications of /persistent/ recurrent pneumonias 
Severe croup (> grade Hl) / Bronchiolitis 
Complications of Asthma 

Complications of TB 

Cardiac disease & murmurs 

Hypertension 

Complications of Acute Rheumatic Fever 
Abdominal mass 

Resistant diarrhoea 

Malnutrition severe metabolic derangement 
Renal disease such as glomerulonephritis 
Complications of nephritis 

Nephrotic syndrome 

Prolonged jaundice 

Complicated seizures 

Complicated CNS infections 

Severe persistent movement disorders 
Development regression /Growth disorders 
Haematological disorders 

Disabilities requiring multidisciplinary team 
Diagnostic dilemmas/therapeutic failures at district 
-ospitals 

*ared care: malignancies, Diabetes mellitis 
nhac abuse (complicated cases) 


= 


=f 2 2305 management 
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OBSTETS & GYNAE 





= 
| Gynaecology 

Management of pre-malignant condsions 

Infertility — initial investigations | 
Abnormal! uterine bleeding 

Post menopausal bleeding 

Recurrent vaginal discharges 

Fibroids · у | | 
219 inmesier Termination of Pregaancies TOP) 
Compllested Abortions | 





Severe Pelvic inflammatory disease 
Uro-gynaecology 
Uterine prolapse +/- urinary incontinence | 





Endocrinology: initial investigation 

Endometriosis 

Colposcopy 

LLET2 (Large Loop Extision of the Transformation 
Zona) 

| TAH (Totetabcominet hysterectomy) 
BSO (Bilateral Salplnge-oepherestomy) 

| Vaginal hysterectorny 


+ 5% + ® э 5 5 > > 5 э эу о э о 








Colpo suspension / repairs 
Diagnostic laparoscopy 
Ovarian cystectomy | 


+ + + + + + 


Obstetrics 


indications: 





* 2 previous first trimester abortion | 
* Previous mid-trimester abortion, cong Abnormality 
| + Previous neonatal dealt, (UD (Intra-Literina-Daeath], 
preterm labour 

$ Previous hypertension/pre-eclampsia/eciampsis 

¢ Previous Caeaarian Section (C/S) >2. 

¢ = (nductions 

¢ Severe cerebral malaria 

• РІН (Pregnancy Induced Hypertension), PET (Prà- 
eclampéia}, Chronic hypertension, Eclampsia 








Labour: | 





+ Preterm labour (< 37 weeks) | 

+ BVT (Deep Venous: Thrombosis) / PE (Pulmonary 
| Embolism) — current pregnancy 

ane pregnancy (> wins, abnormal lie, previous 
i5 

L Extra-uterine pregnancy 
Uncomplicated abruptio 
Uncomplicated severe hypertension and Eclampsia 
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GENERAL SURGERY | * 
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Complicated general surgical cases that are 
referred from the district hospital 

Complicated and severe trauma 

Laparotomy / management of acute abdomen 
Resection & re-anastomosis of bowel (trauma, 
tumour/masses, obstruction/gangrene) 

Repair of viscera 

lliostomy & colostomy 

Cholesystectomy (open & laparoscopic) 

Peptic ulcer disease: omentopexy for perforated 
ulcers, gastrectomy 

Complications of pancreatitis 

Anorectal surgery: fistulectomy & sphinclerctomy 
Splenectomy/nephrectomy / ureteric injuries 

Repair genito-urinary injuries — ureter, bladder, and 
urethra 

Endoscopy ( oesophagoscopy, gatroscopy, 
sigmoidoscopy, colonoscopy) 

Resection of tumours/masses: thyroid, breast, 
parotid, soft tissue, pancreas 

Primary Biliary Cirrhosis 

sclerosing Cholangitis 

Auto-immune Hepatitis 
Infections/abscesses/masses 

Elective hernias/ groin surgery 

Amputations 

Vascular surgery — arterial embolectomy, femoral- 
popliteal bypass, repair of aneurysms (aortic, 
infrarenal, traumatic) 

Exploration of stabbed vessels and repair there-of 
Repair of laryngeal, tracheal injuries 

Sternotomy for stabbed heart 

Basic thoracic surgery- decortication, lobectomy, 
pneumonectomy 

Palliative surgery for Ca oesophagus 

Burns involving joints, face and > 40% of surface 
burns 

Wounds requiring small grafts 

Subdural! haemorrages 

Ventriculo-Peritoneal (V-P) shunts 
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ORTHOPAEDICS 
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Reduction of fractures (closed) 

Open reduction & internal focalion 

Tendon repair & tendon transplant 

Draining of Osteomyelitis 

Nerve repair & transplant [excluding mierosumgery) | 
Carpal-arid De Quervsins Syndrome 

Spinal surgery 

1. Discectomy 

2. Treatment of spinal fractures (stable) | 
Joint replacements: hip, knee, occasionally 
shoulder 

Correction of clubfeet 

Hand surgery 

Hallux valgus correction | 
Arihrosmpits — both investigative and operative 
Complicated fractures & dislocations 
Multiple trauma | 


Tenlary eye care provided by Я 
opthihalmoelogisig or opththaimic medical officare 
(general opththalmplegy service, with @mphasie tn 
Ihe provision of pataragt and glaucoma -surgical 
Services) | 





|. Anterior segment 


Cataract extraction 


* 


+ 


intracoular lens implant 
Phaeco-emulsfication possible in the future 
Uncomplicated corneal graft 

Optical iridectomy 


Uncomplicated:  extracapsurel eurgery ке 


||. Glaucoma 
Trabeculectomy for open angle glaucoma 
Strabismus 
Uncomplicated paediatrics squints, e.g. congenital 
esotropia 
Oculoplastic surgery 
Entropian/ectropion 


||| Diagnostic ultrasound 

IV. — Argon Laserta relina (PRP for diabetics 

V. Refraction by optometigis if avallable 
(Refractive errors) 

VI, Diabetic Retinopathy 

Vll, Trauma Management 

Vill, Blindness prevention and Management related 

to Childhood, Cataracts and Glaucoma 











EAR, NOSE & THROAT è Uncomplicated emergencies e.g. foreign body in 
throat, perttonsillar abscess, mastoiditis and acute 
sinusitis 

Minor elective surgery such as tonsillectomy and 
myringotomy 

Removal vocal cord nodules 

"Tympanoplasty 

Лтасћеогјоту 

Fronto ethmoidectomy 

Micro laryngoscopy 

Pan-endosopy 

Antral Irrigation 

Mastiodectomy 

Head and Neck Trauma 

Preliminary investigations needed for diagnosis 
other conditions requiring tertiary care 

‘ Post-tertiary care follow-up 


+ + + + + + + + + + 





| UROLOGY 
| SURGICAL SUB- 


SPECIALTIES: Orchidectomy 


+ 
+ Torsion of testes 

+ Cystoscopy — biopsy strictures 
+ Injuries to bladder, kidneys 
+ 
+ 
R 





Infertility & Andrology: initial investigations 
Uncomplicated infectious diseases 
ECONSTRUCTIVE SURGERY 


+ Skin flaps & grafts 
+ Removal of keloid 
ORAL | MAXILLO-FACIAL SURGERY 


+ Wiring of mandible 

+ Removal of teeth — especially in the case of mental 
retardation where anaesthetic risk requires 
specialist anaesthetist input 

NEUROSURGERY 


+ Burr holes 

+ Identification of neural tube defects such as 
Hydrocephalus and myelomeningocele 

+ Temporary management of neuro-surgical 
emergencies for stabilization purpose untii Level III 
transfer is possible such as Reduction of intra- 
cranial pressure (Medical management with 
steroids / Mannitol / Lasix 
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Breast surgery. (definitive beesst Cancer surgery nol | 

requiring  immedigta bess reconstruction | 

procedures] | | 
duction mammoplasty | 

Varicose veins 

Hernia repairs | 

Cataracts 

Tonsillectomy and aclenoidectomy | 

HysteroseGpic Surmery for endometrial ablation 

Cons blopsies 

Therapeutic abortions 

Arihroscopic Knee surgery 

Hand surgery — De Quervain's/ Carpal tunnel 

release = 











| GENERAL MEDICINE 


+ + Сје + + © © 


RESPIRATORY 


Non-resolving / complicated pneumonia 

Asthma: non-responsive, status asthmaticus 

COPD (Chronic Obstructive Pulmovary Disease) — | 
moderate — severe | 
Extra-pulmonary Tuberculosis / complications of 
Tuberculosis (e.g. fistula), Multi-Drug-Resistant | 
Tuberculosis, MiliaryTuberculosis 

Pleural Diseases / non-resolving pleural effusion 
Carcinoma Lung 

Complicated Empyaema/ lung abscess 


CARDIO. VASCULAR 


Severe & complicated hypertension 

Unstable engina/Ischemic heart disease, 
arrythmias 

Myocardial infarct — streptokinase (not in districl 
package) 

Moderate-severe cardiac failure 

Valvular heart disease 

Cardiomyopathies 

Pericardia! effusion 

DVT (Deep Venous Thrombosis) work-up 


RHEUMATOLOGY 


+ 


Rheumaloid arthritis initial Diagnosis & periodic 
review) 

Gout 

Osteoarthritis 

Psoriatic arthritis and other spondyloarthropathies 
Fibromyalgia 

Soft tissue rheumatic syndrome 


IABETES/ ENDOCRINOLOGY 


Type 1 Diabetes Mellitis 

Acute metabolic complications: diabetic 
ketoacidosis, hyperosmolar hyperglycemic coma, 
severe / prolonged hypoglycemia = after initial 
stabilization 

Type 2 diabetics with non-metabolic complications 
e.g. pneumonia, pyelonephritis 

Endocrine Disorders 

Uncomplicated hypothyroidism & other endocrine 
disorders 


GASTROENTEROLOGY 


e ù ù 9 ù +» + + +» + + 


Ulcerative Colitis, Crohns disease 

Severe Consiipation, Fecal Impaction 
Complicated cases of diarrhoeas & dysentries 
Peptic Ulcer Disease 

Peritonitis | 
Reflux Oesophagitis 

Liver Abscess 

Upper GIT(Gastro-Intestinal-Tract) bleed 

Viral Hepatitis 

Liver Failure 

Foriel hyperlension and Ascites 
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HAEMATOLOGY 

| + — Anemia | | 
4 (Congenitaland Acquired hematologicel disorders 
* ‘Hematology malignancies iniitsl Management 
INFECTIOUS DISEASES | 
* Reterrad cases from dietrict hospital 
NEPHROLOGY. ` | 
+ Complicated renal disease 
+ Obstructive uropathies | 

| Renal failure 





$ 
+ 
* 


* 








ФФ Ф + + + 





| NEUROLOGY | 


Meningitis 
Migraines/headaches 

CVI (Cérebre-Vasoular-lnciden|}; younger persan, 
possitile reversible cause 

Other infectious and non-infectious conditions 
requiring  fürther — diamnaoslic — and — therapeutic 
procedures (hel ar& referred from (ће district 
haspital level includina taxaplasmosle, ceyptecocius: 
Epilepsy / stalus apllepticus 

Seizures with fall-out 








Post-ictal confusion 











DERMATOLOGY 

E Any skin disease where a diagnosis has not been 
made 

+ Severe Acne 

* Complicated Eczema, Psoriasis, Scabies 

+ Syphilis and Sexually Transmitted Diseases 
unresponsive to the Syndromic management 

4 Disseminated Herpes | 

4 Cutaneous manifestations of HIV 

* Superficial and deep fungal infections 

+ Granulomatous skin diseases 

Ф Autoimmune Skin Disease | 

¢ Severe Drug Reactions including Stevens-Johnson 


Syndrome and Toxic Epidermal Necralysis | 
Benign Skin Tumours and Naevi 

Pigmentary and Inherited Skin Disorders 

Disorders of Nail and Hair 
Photodematoses 

Pruritus where no cause is obvious | 
Skin cancers | 


POISONING / OVERDOSE: 
More complex such as: 
z Tricyclics 


Theophylline 
Digitalis 
Organophosphates 
Phanaxathine 


+ 





PSYCHIATRY + Medical support to primary level and menial 
hospitals i.e. screen for organic condition 
| + Етегдепсу management of psychiatric 


presentations 

e Prolonged / Severe Depression 

+ Depression with suicide tendencies 

+ severe psychosis/neurosis 

è Management of suicide attempts 

+ Management of substance-induced intoxication and 
withdrawal states 

e Puerpurial Psychosis (in co-ordination with 
Obstetrics) 





| ONCOLOGY E Diagnosis & Management of uncomplicated cases — 
not requiring DAT 
+ Screening: cancer of the cervix 
+ Clinical diagnosis and subsequent referral for 
confirmation of diagnosis and initial treatment 
(pooled at same regional hospitals depending on 
access to tertiary care and patient workload) 
+ Follow-up of patients referred back from higher care 
level ` 
+ Management of associated, independent and 
treatment induced complications of mild to 
moderate severity 
e Emotional support and rehabilitation 
е Terminal care and pain management 
Health education targeting cancer prevention and 
control 
è Additional: 
1. Screening for other common cancers like breast 
cancer 
2. Follow-up may include chemotherapy for 
patents not in need of radiation or further 
surgery even before remission is established 
| 3. Management of some of the malignancies like 
leukemia and lymphoma in case of relapse 





AIDS MANAGEMENT ' Management of HIV and AIDS will be according to 
_ guidelines contained in the Comprehensive Plan 
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а IIM 


| OPD 
_ FAMILY MEDICINE: + General outpatients 


+ Co-ordination of linked Specialist cinics | 
CASUALTY 


+ 24 hour accident and emergency services E 





complicated cases 





FORENSIC SERVICE 


Advanced crisis care for adult and child abuse | 
Rape case management | 





+ + + 


Other medico-legal services 





COMMUNITY HEALTH /| ¢ Diagnosis and treatment of occupational related 





OCCUPATIONAL HEALTH diseases 
* Occupational hygiene 
+ Information and referral services 


+ Employee Assistance Program Support 


determine core packabe based on proposed’ Regional 
Health Care service range. 


NB. needs National Expertise Waorkertup discuesion (6 





CLINICAL SUPPORT SERVICES 





ANAESTHETICS / 
HIGH CARE / ICU Anaesthesia: 


. 


* ASA - American Socioty of Anaesthetiste 


+ Pre-operative: 
1. Higher risk patients: ASA IIi-V 
2. Medical conditions: hypertension, diabetes, 
asthma, obesity 
+ Intra-operative: 
1. Interventions requiring specialist anaesthetist 
supervision 
2, Anaesthesia for children < 2yrs / 10kg (except 
for minor surgery such as Incision & Drainage 
superficial abscesses and circumcisions which 
are manageable at district level) 
+ Post-operative: 
1. No post op ventilation lasting > 48 hours 
required 
2. Post-op epidural pain conirol 


HIGH CARE / ICU 


+ Range of proposed services necessitates the 
provision of a high care facility that provides post- 
operative care and more intensive monitoring than 
in a general ward. 

¢ Adults & children 

+ Short-term ventilation (3-5 days) 

+ Total Par-enteral Nutrition (PTN) 

+ — Acute dialysis 
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| RADIOLOGY 


| E. 
REHABILITATION 

















Due to proposed services range. 2 specialist 
radiologist should be either pari-time or full-time | 
available 

Ultrasonography 

CT scanning { pooled at certain regional | 
hospital depending on accessibility to tertiary | 
care services and patient workload) 
Arteriography varipus contrast studies (pooled 
al geral regional hospital depending on 
accessibility 1 terlar care services and paller 
workload) 


National Clinical Rehabilitation standards | 





mije Ba See D- ы nae rns ulia s 





GENERAL SUPPORT SERVICES 





PHARMACY € Standard Treatment Guidelines апа the 
Essential Drug List for Secondary Care 
+ NB: need discussion by National Clinical 
Expertise Workgroup to accommodate current 
gaps identified by proposed Regional Health 
Care Package Range 


ME Tm gp = =] | 


LABORATORY / + Standard national guidelines will apply 
PATHOLOGY 

SERVICES 

BLOOD BANK • Standard national guidelines will apply 


e Compliance with South African National Blood 
Service quality standards 





NB: A summary of the types of hospitals at which the services indicated in the 
above table wiil be offered is provided in the attached annexure. 


It is important to emphasize here that appropriate mechanisms must be developed to 
ensure that there is efficient and effective delivery of the covered services. This 
implies restricting the number of visits that each covered individual or household is 
entitled to in relation to GPs, specialists, optometrists and dentists. A key element 
that will ensure cost-effective and efficient use of the available resources is to ensure 
that adequate “gate keeping” mechanisms are in place to ensure that individuals are 
accessing the needed services at the right level and are given the most effective 
treatment. This implies that the roles of the various providers have to be clearly 
defined, especially at the primary care level as that is where the patients first come 
into contact with the system. An example of these restrictions is provided in the 
Table 1 below: 


ite 































Table 1 Example of consultation benefits restrictions in terms of provider 
visits (for the purposes of costing 





Provider category Benefit 


I--——— 


e Graduated patient limits depending on the 
General Practitioner | size of the family e.g. 3 visits for a single 
consultations member household to 12 visits fora 4 member | 
household. 1 
«Additional visits allowable for 


members with specific, clearly determined need | 





Highly restricted using a managed care approach with | 
Specialists GPs acting as “gatekeepers” 
consultations + High co-payments for non-referrals 

e Number of visits kept as low as can be with 
recourse to appropriate and evidence-based clinical 


E ractice guidelines 


A similar argument holds for the medication that is to be prescribed within such an 
environment — the primary recommendation here is that all chronic and acute 
Medications be based on the Essential Drug List (‘EDL’). Appropriate mechanisms 
musi be developed to ensure that as new and more effective drugs become 
available the EDL is revised to incorporate these drugs and ensure that existing and 
figure health needs are sufficiently catered for. This section will be re-done for the 
‘Purposes of operationalisation. 


The package of services will have exclusions. These will be determined according to 
fhe principles of need. For instance, health services or procedures like cosmetics will 
== exciuded except if appropriately motivaied by a healthcare provider with 
Seependent verification by a team of health professionals with relevant expertise in 
fe particular field. However, reconstructive surgery with silicon breast post 
жапсегоц5 mastectomy is a special case that needs attention, so are some dental 
Se=ations. The premise upon which the comprehensive package of healthcare 
"ices is determined is that de facto all necessary health services are included as 
==" of the package subject to the principles of evidence-based clinical practice, cost- 
sctiveness, patient safety and need. The exclusion list will remain a dynamic list 
* cater for changes in technologies and knowledge, resource endowment and 
S=piable ethics. A Benefits Advisory Committee will be established as key 
Eton under the National Health Insurance Authority with responsibilities to alter 
eor modify the list of included and excluded services depending on emerging 
sence and evolving clinical practices.Uniess otherwise clearly stated all benefits 
: universally accessible in NHI facilities and service providers, subject to the 
Ета! processes that will be implemented. In those categories where exclusions 
@ or limits apply, the Benefits Advisory Committee (see Chapter 2) will have clear 
gsselines to determine such. The Committee will have the power to obtain referrals 
* second opinions with regard to illnesses of a protracted nature or procedures / 
ameni that may be excluded. The latest clinical protocol and guidelines will 
=y5 be applicable in consideration of the exclusions and inclusions. 


А detailed example of comprehensive. inclusion -and an exclusion list is Included in 
ihe snnexurgs. 


8.3 Portability of Health Services 


The ability for patients: to: be able access and utilise the services they require In 
different locations provides a-key sspecl of the capacity of the NHI system to 
effectively realise {he principle of Universal coverage. Individuals end households 
must have the ability to access services in other Provinces and Districts despite not 
being registered: There must be mechanisms thatare developed by the NAIA that 
allow for the Inter-provincial and inter-district: disbursement ef funds tà ensure 
portability of services for the population. A supporting méchanism thal will he 
an integrated health information system that allows for ease’ of andess to patient 
information to-ensure effective and continuous care. 


8.3.1 The Electronic Health Records 
The electronic health record helps to keep Wack of people medical histones no 
meter where the patlenis are locsied when lhe hesllh Intervention is reguired. The 
benetits of electronic health records-are; 


• Improve health outcomes by Increasing. appertunities for coordinated and 
continuous of care with the health care system: 

» Provide health providers with access to a more comprehensive palin history 
and improve-olinical decision making; | 

* Portability anc ease-of-access fo patient information; 

* Reduce the reliance on the patients own memory to: provide- a medica! 
history, 


The electronic heall records has potentisi Denerlte- lo cllizans like betler and 
expanded access to needed health services, shorter delays in service availability, 
greater continuity and accessibility, anc improved efficiency in resolving health 
probleme; 


Health professionais will benefit from electronic health records because Improved 
information flow makes it easier to obtain better quality Information and measure 
results, thus supporling better Informed and simpler clinical decision making and 
could potentially result in an Increasing level ef productivity for health providers. For 
govemrmienl, electronic Health records improve the lives of general papulation, 
quickly and quantifiably and with added benefit of freeing ‘additional budget for other 
health care initiatives. The electronic health recaris have a further benefit of ability to 
track disease trends within broad population thereby enabling government ta 
develop proactive, targeted health strategies. 


Thé electronic heàllh record also Kas the risk associated with it. The risks involved 
with the electronic health recard include: 


© The threat to the confidentisitty provided by the doctor/patient relationship; 
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« Sensitive data could be accessible to a wider range of Eeaslh nudes 
thereby Increasing risk of unauthorised disclosure: 


8.3.2 Experiences with the Portability of Health Services in Canada 


The portability requires provinces to cover insured health services provided to their 
Citizens while they are temporarily absent from their province of residence or from 
Canada. The payment for insured health services provided in another province is 
made at the rate negotiated by the governments of the two provinces. 


Residents who are temporarily absent fram their home province must continue to be 
covered for insured health services during thelr absence, lf the patients get ihe 
services oul of Canada the amount paid will be equivalent to the amount. the 
province would have paid for similar'services rendered in that province. 


Residents moving from) ane province to. another must continue to: be covered for 
msured health services by the home Jurisdiction during any waiting period imposed 
oy the new province of residence: 


The waiting period for eligibility te a provincial health care insurance plan mist nol 
Sxceed fhrée months. After the waiting period the pew province assume 
responsibility for health care coverage. 


‘The portability of health services does not entitle a person to seek services in 
another province, but it is intended for a person to receive necessary services in 
relation to emergency need when absent on a temporary form a business or 
vacation. 


&4 Current Measures for Ensuting the Portability of Services in South Africa 
8.4.1. National Health Information System in South Africa 


The South African government had established a comrmilllae to develop the palley for 
Sealth Information System for South Africa in 1895. The government has achiaved 
seme success in the area of health management information and In particular the 
Strict Management Information System, However, some challenges exist with the 
Sarent system, A major challenge le Ihat most of the provinces have implemented 
Per own hospital infonnation system which was focusing on administrative data not 
Sinica) dats: This has resulted ina lack of progress in achieving a uniform, national 

sen! Information system which enables ihe system to track patients and easily 
access their clinical history regardless of where they present themselves -A further 
Белое is that some provinces. Implemented different information systems and 
Echnology only in some selected facilities, resulting in the inability to track patients 
2 use public health facilities within and across provinces and districts. 


National Health Insurance Authority will establish an integrated National Health 
| заноп System that is based on an electronic patlent record platform. This will 
enable any person who visits a health facility in any province to be allocated a 
nique identifier and have their medical history recorded and stored electronically in 






=z 


-r 


a health record. This system will be crucial for the implementation of the NHI system 
and the portability of services for the population. 


8.4.2. National Electronic Health Record in South Africa 


The objectives of the Electronic Health Record for South Africa are to: 


Integrate health records systems in the country by bringing together the 
existing health information systems, facilitating access to health records at the 
national, provincial and district levels: 

Develop a population-based national health database; 

Improve and enhance administration and managerial decision making abilities 
at the national, provincial and district levels; 

improve evidence-based decision making at the national, provincial and 
district levels; 

Improve the efficiency of health service delivery; and 

Enable national, provincial and district level monitoring and evaluation of 
health trends. 


The electronic health record must provide the minimum up to date patient record 
structured across different levels of operations, clinical care and management. The 
use of smart Health Cards will assist the introduction of portability of health services 
in South Africa. The national, provincial and district levels need to develop an 
integrated policy on portability of services which will give guidance to all three 
spheres of government on how best they can make health services portable. 
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CHAPTER 9: INCREASE AUTONOMY AND EFFICIENCY OF PUBLIC HEALTH 
CARE PROVIDERS, INCLUDING HOSPITALS 


(CHAPTER STILL BEEN DEVELOPED) 


It will cover the following 


» Review the Hospllst Reform Strategy , | 

© Investigate mecharlisme {pr increasing managerial aulondiny of publie health 
care providers. = | 

o Investigate shifts from global budgets to capitation fees or other transitional 
payment systems 

o Hiring of managers with experienced and /or private sector experience in the 

“Short term, end creation ofappranticeship/shadow maresgemant armesngements іо 

build capacity in the public sector and change management cullune cienersily 


o Decentralise authority to allow them to take decisions and be accountable for 
meeting the goals using resources allocated based on their plans 
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CHAPTER 10: ACCREDITATION OF HEALTH SERVICE PROVIDERS 


1.1. introduction 


Healthcare facilities provide a wide spectrum of services: from complex high-tech 
interventions to save lhe lives -òf severely lll patients conducted by a muli- 
disciplinary tear) of staff with advanced skills in. an urban academic hospital ta 
equally Important preventive Immunisations administered by competent nurses in 
a rural clinic. | | 


The range of levels of healthcare facilities in South Africa should be seen as a 
necessary gradation of increasingly sephisticated Services, вас designed to 
menage ihe patiehl’s joumey from “settings of promotive: preventive care {п 
necessary high-risk Interventions when they reach s stage of critical illness. 


The challenge of ensuring the quality of these diverse services is great but 
follows well-tried and tested quality assurance and improvement methods. 
Fundamertal to this process fs the seifing-and implementation of standards thal 
maet the neads and expectallans-of patienis, staff anc citizens Thie process 
includes the evaluation of the degree to which standards are met and the 
introduction of quality improvement activities designed to address identified areas 
of non-compliance to the required standards. 


This chapter outlines how this challenge can be met through setting of standards, 
iraining of facility, local, district, provincial and nations), staff to understand. the 
intent of ihe standards and Iheir.evaluation and monitoring in healtheare facilities 
using a train-the-trainer’ approach. An essenilal component of the proposal ls 
ihe recognition ‘of gains made through @ graded recognition programme thal 
cerifies facilities according to levels of achievement attained, leading ultimately 
to substantial standards compliance and the awarding of full accreditation status 
to facilities that meet accreditation requirements. 


АИ types of facilities will be subject lo a standard set of accreditation norms, 
varied according to whether the facility is a hespllal, clinic, ambulance services 
and ART sites. The same process of standard setting, evaluation and quality 
Improvement followed by accreditation awards 16 followed: in each of these 
facilities. The. |mplementation: of ihe standards and their monitoring -al facility, 
local, provincial and national levels is supparted by a web-based Information 
System that: | 


» provides continuous access to current standard compliance data; 
» allows facilities to input their own data and monitor (hair pwrn performance; 
* supports ongoiria quality Improverner! programmes; 

- sBhables management at all levels to make informed decisions; 

« assists facilities to reach and maintain accreditation standards. 

• isa tool for the ongoing monitoring of performance indicators. 
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This information System is the foundation of the quality improverrnent. moniinring 
and:accréditstion actlvities and il is essential la Ihe sucesss of the picgramme. 


10.2 Overview of Accreditation of Health Service Providers 


Accreditation is the assessment of a sevice. provider's compliance with pre- 
established performance standards. It is € process linked to incentive systems 
and part af a more comprehensive quality improvement and assurance effort. 
Accreditation focuses. on Continuous improvement strategies and achievement of 
optimal quality standards. The main issue with accreditation is to ensure that 
providers, both institutions such as hospitals and health centres provide good 
quality care. 


Accreditation is an external review of quality with four principal components: 


It is based on written sta ndards; 

Reviews are conducted by professional peers; 

The accreditation process is administered by an independent body; and 
The aim of accreditation is to encourage organisational development. 


The accreditation can be granted to the individual providers and ia one type of 
health facilities: with ihe health system. Accreditatlen processes are widespread 
in health service dellvery, The goals of accreditation are regulation, establishing 
Багпеге lo: entry, and providing evidence cf quality assurance for Individuals and 
the wider groups: | 


The purposes of accreditation of health service providers include: 


* Toimprove the quality of health care, by establishing optimal achievement 
goals in meeting standards for health care organisations; 

e To stimulate and improve the integration and management of health 
services; 

* Toestablish a database of health care organisations; 

* To reduce Heallh costs by focusing on increased efficiency and 
effectiveness of services; 

• To provide education and consultation to health care organisations, 
managers, and health professionals on quality improvement strategies and 
best practice in health care; 

• To strengthen the public's confidence in the quality of health care, and 

* To reduce risks associated with injury and infections for patients and 
staffs. 


Some of the “accreditation focuses on Inputs: and process standards. on 
Outcomes standards or on combination of both types’ standards. Accraditatien 
developing countries may be restricted to one sector of health care provision. 


The potential benefits of participation in accreditation programmes include: 


Assistance in improving organisational quality; 
Increased reputation among end-users; 

The right fo participate in reimbursement programmes; 
An approved supplier status for some clients; 

Higher reimbursement from payers; and 

Information about competitor's relative quality. 


The costs of participation in accreditation programmes include: 


New instrumentation needed to meet standards; 

Cost of survey and membership; 

Risk to staff morale if not accredited: 

Risk that purchases/ clients will shift away from a facility if a low grade is 
given; and 

e Stress associated with compliance efforts. 


The accreditation process for all health facilities in South Africa will be according 
io set norms and standards. These will be influenced by the following themed 
objectives or goals associated with quality improvement achieved at different 
facility types and sustained through accreditation processes, namely: 


Goal 1: Hospitals 


To provide the technical expertise to enable the National Department of Health 
and Provincial Health Services to bring about an internationally accredited quality 
improvement and accreditation programme for hospitais. 

Goal 2: Primary Healthcare 

To provide the technical expertise to enable the National Department of Health 
and Provincial Health Services to bring about an internationally accredited quality 
improvement and accreditation programme for its clinics and community health 
care centres. 


Goal 3: Ambulance Services 


To provide the technical expertise to enable the National Department of Health 
and Provincial Health Services to bring about an internationally accredited quality 
improvement and accreditation programme for its ambulance services. 


Goal 4: Increasing Access to HIV Treatment fo meat the 2011 NSP goals. 


To focus on meeting the treatment gap, improving quality of care, and addressing 
bottlenecks in the accreditation process that occur at the provincial, disirict and 
facility tevel to ensure that quality is maintained in a sustainable manner. Since 
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public ART rollout commenced 4 years ago, 383 sees penis hme Беш 
accredited up ip December 2007, Bath the расе of accreditation ard tha number 
of treatment points must rise to meet the 2011 NSP goals. An estimated 800 
additiona! ART service points are needed to manage the one million more 
patients needing treatment by 2011. 


Goal 5: Patient Safety— Advanced Incident Monitoring System 

To provide @ system forthe pallection, classification and analysis of incidents that 
occur during the dellvany of haaithicare services, adverse events and near-misses 
that will enable learning whieh will lead to (he reduction &ng prevention ое 
incidents and thus improve the safety of patiente and stafr in héallhicare facilities. 


Goal 6: Disease Management 
То provide the technical expertise to enable the Natinnal Department of Healih 


and Provincial Health Services 10 deliver effective cervides for conditions such as. 
HIV and AIDS, TB dnd other long-term conditions at all levels of health service 


Galivaery. 


A. HIV / AIDS: To deliver the most effective care and Management of HIV 
(AIDS In all sectors, improving the quality nf care. To erisure that quality ie 
maintained |n а sustainable manner and treatment’ is Managed and 
delivered consistently against agreed standards and clinical protocols; 


B. TB: To deliver the most effective care and management of TB in all 
sectors, improving tha quality af &sre-and ta-facus on the-particutar needs 
of patients wilh the Multl Drug Resistant and Extensively Drug Resistant 
mutations of the disease. To ensure thal quality js maintalned іп а 
sustainable manner and treatment is managed and delivered consistently 
against agreed standards and olinical protocols. 


C. Diabetes: To deliver services to the growing number of patients with 
diabetes in the primary care and secondary care sectors. To ensure that 
quality le maintained im a sustainable manner and treatment is. managed 
and delivered consistently against agreed slandards and clinical protocols. 


10.3 Core Indicators for Cross-Country Comparisons of Health Facility 
Readiness 


An important requirement ofa facility-based Information system is that definitions 
of indicators and data elements should be defined ard colleciad (he same way, 
regardless of the approach used in different systems for collecting he data. A 
standardised approach enables facility-hased data comparisons across surveys, 
provinces and countries, providing a snapshol view af health fa clity readiness to 
provide services and facilitate resource mapping. Core indicators also allow 
Surveys to note and measure change and/or progress over time. 
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Such a core set of indicators for assessing health facility performance should: 


e cover the critical components of system capacity to provide essential 
services - these components include: infrastructure, availability of 
communication and transportation equipment for emergency care, staffing, 
support for quality information, and infection control; 

• apply broadly to all areas of the health system, while focusing on 
components necessary to support quality services regardless of the 
service (i.e., each indicator should be cross-cutting, reflect outcomes of 
health systems development and provide a snapshot view of health 
systems functionality and/or pertarmance); 

+ be simple, measurable, attributable, reliable, and lime bound; 

• be relevant at primary, secondary and tertiary levels of health systems and 
simple enough to be collected both through routine program monitoring as 
well as using special evaluation surveys; and 

* if possible, be comparable to information that one or more of the emerging 
cross-country assessment approaches produces. 


10.4 Assessing Accreditation Standards Compliance 


At the facility level, healthcare organisations (hospitals, primary health clinics, 
ambulance services and community health services) are surveyed against the 
appropriate standards to obtain a baseline assessment of the organisation. 
Deviations from the standards are priorilised according to the impact they have 
on quality and patient and staff safety. Based on the detailed analysis of 
prioritised deficiencies, an integrated quality improvement programme for the 
organisation is developed with input from the multidisciplinary team, 


All quality improvement interventions are formally monitored. Timeframes and 
responsible people are identified. A database identifies when timeframes are not 
met and remedial actions are taken to re-establish the quality improvement 
programme’s objective of achieving facility-wide standard compliance and 
accreditation. 


At the end of the standard implementation phase, organisation-wide surveys are 
carried out against the standards and facilities are awarded certificates according 
to the level of standard compliance achieved. Facilities that achieve substantial 
compliance with the standards are awarded an accreditation certificate, valid for 
two years." 


This means that all services should score at least 80/100. There should not be 
any non-compliant standards or criteria that could result in serious harm or injury 


18 There is a possibility that this two-year award can be extended to three years, depending on whether facilities 
maintain compliance with standards over time. 
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10 patients of stat or contravene critical jaws ard regulations and there-shauld be 
no serious administration, organisational! and/or managerial problems. 


Facilities that do not achieve accreditation are encouraged fo continue theif 
alforts towards achieving overall standard compllance through a Graced 
Recognition certification programme. There retour levels ol graded recognition: 
Progress, Entry. Intermediate and Intermediate wilh s Focus Survey, each of 
which je: determined by ал algorithm based on specific standard complianes 
scores, When 2 facility reaches the level of an Intermediate Award with à focus 


survey, the implication is that it is noi far from achieving tull accreditation status. 


^ common preblem айе ану quality Improvement or accreditation activity 1s thal 
of sustalning improvements ver lime. To ensure that this does not happen, all 
sccredited facilities will be required to conünie their | facilily-wlde ома ћу 
Improvermerl programmes amer thelrextamal surveys: Interim surveys, [eeusing 
on high-risk systems, will be rautinaly carted of every nine months to ensure 
that standards gre maintained, Acoreditalidn awards lapse atter two years far 
first. lim& acéreditallon or абет lires years: for re-entries ihal haye maintained 
their standards. Al thal stage a further successful extemal survey will be 
required to retain accreditation status. Wem 


4 key focus of this chapter is Training anc development to ensure Knowledge and 
skills transfer at all |evele pf the health care system. Mentoring to transfer quality 
improvement methodology and evaluation skills has to be an integral component 
ef the QI Nàlional Plari. A web-based quality improvement system information 
system wiil be used at all levels of health service management to monitor and 
compara standard compliance of individual facilities or grouped by sub-eistriet. 
district, province and across the bounty, Where common deficiencies am 
Identified, swift action can be taken at the appropriate level to rectify these in all 
facililies. 


10.5 International Experiences with Accreditation of Health Services 
Providers 


Most international experlance in accreditation is fram OECD countries and the 
number of developing countries with accreditation is increasing. The experience 
in Canada is similar t5 South Africa, with the government Contracting with 
CCHSA, an independent body, for accredilatian of iederal hospitals, 


Accreditation programmes in programmes in Brazil-and Zambia had significant 
problems due to overdependence on government involvement. Accreditation 
provided! at the request of goverment bodies, with intemational assistance, bul 
hes not achieved the Independent stalus before the government decreased 
support provided to the organisations. 

in countries where government operates all or some hospitals he relationship 
between govemment and assessment organisation is more complex. France. 


Belgium and Scotland governments mandated accreditation of hospitals and 
creating independent-accredilation organisations to. implement (he process. 
Because the goverment owns the hosplials, they are the purchasers OF 
accreditation services, and this has worked. | 


In the developing countries, for accreditation programmes to be effective, they 
must have support of government licensing and health services bodies. 
Neparmant of Health commiiments to paying for accreditation of facilities & a 
common and probably key to the acceptsnce-of accreditation In countries where 
health facilities are commonly govemment operated. 


10.6 Accreditation of health services providers in South Africa 


South Africa begarrte institute accredilation processes Tor varius haeallh services 
and facililies in the 1880s, The varlous previncial Health Departments have opled 
to engage different health facilities accreditation organisations. These 
ofganisatione accredit dierent facilities; but in most provinces the focus has 
been primarily on district and provincial hospitals. The diract costs of participatian 
are borne by either the province or district, making. participation more attractive to 
ihe hospitals. The fragmentation in terms of the organisations used to undertake 
the accreditation exercises and the focus on a specific type of facility is 
something that has io be addressed. There is need to develop a national 
framework of standards and guidelines that all Provincial and District Authorities 
must adhere lo and more importantly the accreditation siretegy must be 
developed and Implemented in a manner that addresses facilities at all levels of 
the national health system, irrespective of whether they are privale or public 
facilities. 


A decision has been made that South Africa will be implementing the National 
Health Insurance from 2009 onwards. The National Health Insurance Authority 
will have to enter into defined contractual arrangements with various providers for 
the provision and delivery of health services. A key aspect of these arrangements 
will be the requirement that the contracted facilities attain the minimum 
accreditation norms and standards for health service providers as determined in 
the national framework agreement drawn up by the National Grice of Standards 
Compliance. This office will be responsible for coordinaling activities that will be 
undertaken with participallion and cooperation from existing laca! and 
international organisations that have relevant and proven experience |n the 
accreditation of health facilities. 


Using the accreditation status received by a provider to the level of 
reimbursement would provide an incentive mechanism for strengthening quality 
improvements in hospitals. This could be achieved by rating accredited facilities 
and the. care thay provide as good, average and poor. Facilities, especially 
private providers would then have an incentive to compete with other providers: 
on the basis of quality. 
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10.7 Roles and Responsibilities of Stakeholders 

The following is a high level outline of the roles , responsibilities and stakeholders 
that will have to be strategically engaged with to ensure success of the 
accreditation processes: 


Government 


© 


о 
o 
o 


2) a) 


а 


Establishment of the National Office of Standards Compliance 

Set the long term policy agenda 

Set the policy framework and associated regulations 

Identification of the impact of the burden of disease and shortfalls in heatth 
service delivery resulting in, for example, long waiting lists — e.g. 150 000 
people awaiting cataraet surgery 

Support the initiative and monitoring progress nationally 

Delegate responsibility for programme and accreditation process 10 
external agencies drawing on local and international expertise 
Implementation of timetable 

Identify and support national champions for activities 

Coordinate and provide support to the National leadership Task Force 
(comprising different stakeholders) 


Provincial Authorities 


Identify priorities in the province 

Set up Quality Assurance units 

Agree on local implementation plans with recourse to the national 
framework as determined by government 

Resource allocation 

Monitor performance, acknowledge success, motivate strugglers, identify 
local champloris and task teams 


District Teams 


п о О 


ce 


о о 


Identify implementation teams 

Resource distribution 

implement programme according to Identified priorities: 
Monitor prearess and provide local support 

Introduce district-wide interventions as appropriate 
Support local champions 


Facility Managers 


ООО о 


Lead local implementation and monitoring 

Resource utilisation 

Introduce performance-based initiatives for departments 
Identify facility champions 

Facility level training 

Inter- facility cooperation 


М. 


VI. 


Facility staff 

o Implement programmes 

о Train the trainers 

o Local knowledge sharing and skills transfer 


Quality Improvement provider: 

o Coordinate the overall programme 

o Provide technical knowledge and assistance 

o Provide training on all aspects of the programme using "train-the-trainer" 
methodology 

o Monitoring and evaluation 

o Accreditation 


Accreditation will be done by the Office of Standards Compliance (OSC), 
established in accordance to an amended National Health Act (sections 77, 78 
and 79) Act. The amendments to the National Health Act will include 
establishment of the OSC as a statutory body separated from the Department of 
Health to make sure that there is clear separation between the 
inspectorate/compliance functions and providers (both public and private). 
Secondly, the Act will need to be amended to provide NHI specific 
responsibilities, over and above those that relate to the whole health care 
system; particularly the private for-profit and not-for profit facilities that are not 
part of the NHI. 


According to Section 78. (1) The Director General (amendment would say, the 
Minister of Health) must establish an Office of Standards of Compliance within 
the National Department (outside of the Department of Health and establish a 
public entity under PFMA) which must include 

A person who acts as an ombudsperson in respect of the complaints in terms of 
this act (not essential because of the responsibilities listed below: the complaints 
rather go to the health facility committees or Boards) 


The Office of Standards Compliance must do the following in line with the 
requirements of the National Health Insurance)—-- 


(a) Keep the Minister informed of the quality of the health services provided 
by facilities that provide services under the NHI as measured against 
prescribed health standards; 


(b)  Advise the Minister on norms and standards for quality in health services 
that are paid for by the National Health Insurance; 


с) Advise the Minister on norms and standards for the certificate of need 
processes; 


(d) recommend to the Minister any changes which should be made to the 
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(е) 


(ty) 


(hh) 


(К) 


n 


(m) 


prescribed health standards; 


recommend tà Ihe Minister new systems and mechanisms to promote 


quality of health services; 
monitor esmpllance with prescribed  hegllh. standards by | health 


‘establishments, health care providers; heallh workers and health 


agencies; 


monitor compliance bya health Bstablishment, health agenty, and health 
worker and heallh care Provider with: any condition thai may have besn 
impased on such establishment, agency, worker or provider, as tho case 
may be, in respect of certificates of need issued In terms of this NHA Act 


report to the Minister ary yidlalion of 2 prescribed heallh-staridard where 
Such vietation poses an immediate and serious thread to public health and 
make recommendations Ip 1hae Minister on ihe action to be laken in order 


lo protest public health; 


(i) prepare an annual repert to tha Minister concerning ite findings with 


regard to camplisnce with prescrpbed standards and wilh conditions 
imposed In respect of certificates of need: 


(i) institute monitoring activities and processes for quality assurance fn 
heallh establishments: 


provide advice to the national Department of Heath and fo provinelal 
departments on quality of care provided by health establishmeris, tieallh 
agencies, health workers-and health care providers; 

inspect a héalth establishment or health agency in order to determine level 
oF compliance with préscribed health standards and coriditions Imposed by 
cartificates of need; and 


lnsiruel a Health Officer or person designated) by Ihe National 
Commissioner of the South African "Police Service In termis al seclion 


-BD(3)1o inspect health establishments and health agencies in order lo- - 


(i) Investiqgte any complaint, allegation or suspicion relating to 
the complaint, and; | 
(ii) ^ report to the Minister on the findings of any investigation 


observation of prescribed health standards: and 
cóntempltated irr subparagraph (1), 


117 


Conclusion 


The accreditation of health service providers will improve the quality of health 
services under the National Health Insurance. There is need for an integrated 
approach at all levels of the health system to ensure that the quality 
improvements achieved through this ‘process are sustained over time. 
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CHAPTER 12: A HUMAN RESOURCES FOR HEALTH PLAN FOR THE NATIONAL 


12.1. 


12.2. 


HEALTH INSURANCE 


Introduction 


A workable and comprehensive Human Resources for Health (HRH) Plan is an 
essential ingredient of the National Health Insurance Plan. Success of the NHI 
depends on availability and support of professionals across the entire health 
Rector anc fhe strengthening: ofthe physical and human resources of the public 
sector, in particular, the district-based system ori which aur Prim ary Heath Care 
(PHC) approach depends. 


The transformation of the South African health system has at its core the 
implementation of district-based system driven by fhe Primary Health Care (PHC) 
approach. This &ystem should provide àn sppropriately reseuroed, adequate and 
afiordeble health ogre-at all levelsoof the serviee. This transformation requires a 
more equitable distribution of services between the private and public health 
Sectors, Nural and Urban ares ae welbes between wealthy dnd poor гаш. 
Sufficient numbers of health workers, from professional to mid-level to 
community-based, must be recruited to sustain the service delivery. 


The fiscal austerity measures introduced in the latter half of the 1990's resulted in 
Ihe stagnation of the remuneration packshes of health cara WOES, ODSA 
under-statfina. & significant reduction in production and retention of skilled health 
professionals. Hence, health services at all levels of care, from community clinics 
to tertiary hospitals, face a serious human resources crisis. More than one third 
of public sector posts remain vacant, and substantial numbers of health 
prüfassiorals are not renewlrig their reaistretion with the Hésllh Professions 
Council (HPC). There:sre also Growing concems about the heath statue of hesth 
workers thameeles: Indicalions aréthat health workers ere nal always 


sufficiently protected from infection risks, cartloularly irom TB-and HIV. leading tn 


lllnés& and death, snd further lowering staff torale (Shisena, Hall etal, 2003) 


This chapter outlines a framework and plan for the development of human 
resources for the NHI. Thus in this chapter, we outline the challenges to the 
development of an HRH plan, discuss key human resource issues in the health 
saciorand propose measures to strengthen the public sector workforce, | je 
expected that the framework offered here will be developed and expanded in the 
final implementation plan. 


CHALLENGES TO THE DEVELOPMENT OF A HRH PLAN 


There are a number of challenges which have been taken into account in the 
development of this plan: 


1) Over the past 15 years, government introduced a number of pieces of 
legislation and policies geared at the transformation of the health care 
system, including the White Paper on the Transformation of the Heaith 
sector, the National Health Act, the new Nursing Act, the Human Resources 
for Health: 4 Draft National Strategy Task Team (‘Fick Report) pubsshes 
2000; the DOH's Humar Resources for Health Planning Framework 
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published in 2008 and more recently the Ocoupation-Speciiic Dispensation 
(OSD), Leck of systametle aad crifcal engagement! with the developments 
and lessons of the past 15 years must be corrected urgently to lay the basis 
for the development of a new implemeniation plan. 


2) Lack of necessary statistics sorots-ihe health care system for both the private 
and public sector, for example: 


o The HPCSA figures do not distinguish between those working in the 
public or private sector nor hose in the country and those who are 
inactive (e.g. retired, overseas, Bir]. 

o PERSAL data has proven to be nol sufficiently accurate for planning and 
research purposes, as it recently became evident in the implementation of 
the OSD tor nurses. 

o Labour Force Surveys provide some indication of the total active 
workforce. However, since their classifications of occupations do not 
always correspond directly with the titles and descriptions of particular 
occupations as indicated in professional registers, ihe integration of the 
information is difficult, 

o Even where one can find sufficient figures to quantify public vis-a-vis 
private, those individuals who work across both systems: e.g. private 
doctors who do sessions in public facilities and public doctors who also 
have private patients are not captured. 

o Available data on the demographics of health professionals that 
distinguishes race and gender. 


3) Therais:2 need for comprehensive projections of human resource 
requirements based on Service requirements (packages). Broomberg and 
Shisana (1995) provide a model based on data from 'heaith centres In 
Alexandra and Soweto. This méthodology ear be used to make projections 
for fulure HR requirements bul needs to be updated fo lake account of all 
service levels’ (not only PHO services), the Introduction or expansion ar hew 
services leg. VET snd ireatment support), and tfe Intradaction of new cadres 
such ae Community Health Workers: and various mid-level cadeeas, (See 
Appendix A for Broomberg and Shisana's projections and estimates of gaps 
between demand and-supply in certain key health professions). 


12.3. KEY HUMAN RESOURCE ISSUES IN THE HEALTH SECTOR 


While South Africa’s private health sector is of such high quality that it attracts 
foreign medicel tourists, the public sector Ie overburdened, Underresourced and 
understatfed. In this section we corisider some of the major problems affecting 
the health system and those measures introduced by government to address 
them. 


d 


Maldistribution between public/private, rural/urban. 
It is estimated that about 60 per cent of nurses and 40 per cent of doctors work in 


the public sector serving about 85 per cent of the population. The rest of the 
nurses arid doctors work in the private sector serving 15 per cent of the 
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b) 


population who have medical insurance. However, it is increasingly recognised 
that private sector professionals are also serving uninsured patients who, for 
various reasons, choose not to make use of public facilities. Some of these 
pallene will have been doterred by the lang quevee-In the publle sector which 
often mean the loss of a-day's irieome, the distances {hey might have fo travel 
and the quality and type of care they receive wher attended to in the public 
sector The- Hospital Assocation af South Africa (HASA) (2008:4) quotas the 
Stallslias South Africa's (StateGAj GengralHousehold Survey of 2006 аё 
reporting that pearly 1,1 Million non-medical scheme members vened = private 
sector facility in June 2005. 


A number of factors make the public sector unattractive for health professionals: 
poor physical infrastructure despite some improvements, the location of many 
public facilites in turala inhospitable areaz ihat are often difficult and dangerous 
to access, staff shortages, the extent of fhe dipaase Hurden, fear af contracting 
HIV or TB, heavy work loads and low saleties. 


There have been numerous policies designed to alleviate ега problems and 
there is some evidence that thay have had some positive-eHect in this regard. 
government introduced the rural and scaroe skills sliowancee; increased the 
Nurses Salaries through the implementation of the OSD! provided 
scholarships/buraaries for rural school leavers on the proviso thai they relurnita 
ihess areas to work! community servite: the certificale of need and the 
Importation of doctors through bilateral agreements with the Cuban and athiér 
governments fo serve in rural areas and teach at the Walter Sisulu University's 
Medical School. 


Further measures such as the creation of study and career progression 
opportunities, improvement of must be developed across all service levels rurai 
hospital management, the provision of transport allowance and educational 
assistance to children of professionals servicing in rural areas, must be 
considered. 


Staff shortages 


Doctors and nurses 

Date on the employment of health broleesionals indicate thet there has bean 
growth in professioniat registrallons across most health professions {See 
Appendix for Chapter 12, Table 12. 1! and fairly substantial incresisies irj public 
sectar full-time permanent appointments thal-are probably a reflection of some of 
the improvements mentioned above. (See Appendix for Chapter 12,). However, 
(hese-increases conosal the fect that In many categories South Africa is 
undersupplied and is facing a huge challenge in the medium to long-term: 
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Table 12.1 Growth in professional registrations, 2002 to 2008 


2002 2004 2007 |2008 | %change | 






2005 | 2006 












Medical 29,903 | 30,578 31,214 32,198 | 33,220 | 34,324 34.687 | 16.0% | 




















practitioners | 

Professional 94,948 | 96,715 | 98,490 E 

nurses = а | | || 
Enrolled nurses | 32,495 33,575 | 35,266 | 37,085 | 39,305 24.9% — 


staff nurses) 
Enrolled nursing 
assistant 
Denial 
practitioners 


| 


45,426 | 47,431 | 50,703 | 54,650 | 56,314 | 59,574 || 


2505 [4,500 |4,514 | 4,620 | 4,815 4,937 | 



















Denta! 364 381 443 Е 
| therapists | | | | 
| Student dental | 92 102 їз] 80,4% 
therapists Д 
Pharmacists | 11,905 | 12.095 








|375 [2447 |13318.896 | 





| Dental 
assistants 
Oral hygienisls 


EMS | 46,888 
| practitioners 
Environmental 
Health Officer 
Medical 

| technicians 

| Medical 
hysicist 
Medical erthotist 
prosthetist 





Е 7046 |11.2% 


157.0% 
















2,513 | 2,540 2,602 





| 2,607 













о rn 









83 88 86 









34 50 52 [52 33.3% 














Orthopedic 

footwear 

technicians = “| | ‚ 
Nutritionists/ 1,322 [1,433 |1,592 |1,575 | 1,687 | 1,795 
Dieticians = | = 
‘Occupational | 2,465 2619 |2808 |2922 | 3,159 
Therapists i | 

Optometrists 2,146 


| Physiotherapists 4,196 


2633 |2733 |2882 |343% | 
4760 |4915 — 5,372 |28.0% | 





Physiotherapy Er 257 263 -7.1% : 
Assistants | : 
Occupational 506 527 519 475 |-4.0% 





а а В. 
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therapy 
assistants | К == | | 
5,401 |5,774 |5,878 |6,130 [6391 6,598 244% | 
5,757 | 233% 3.6% 


5,302 
[Fedearen 4,669 | 4,789 | 5,221 5237 |5433 5624 
„———==== = ee 
Speech pe ve aa T | ђе 4441 poss | 0.9 


Psychologists 


therapists and 
audiologists 


| assistants 


3 


= less m 


Speech therapy |7 I? |- ls Е 5 4 ' 42.096 
| [ше | 


Sources: Health Professions Council of South Aities (HPCSA), SA Nursing Council 
(SANC), South African Pharmacy Council (SAPC). 


South Atrics-has approximately 69 doctors per 100 000 people, while countries such as 
fhe U6 eniby-around 550 doctors per 100 000 people. South Africa's rural public service 


has 28 few se 


2 or. 3 doctors per 100 000 people in places -a situation comparable to 


süma-of the worat-«off nations worldwide: 


A recent International Orasnizstien for Migration (OM) report estimates 
that South: Africa lases 1000 doctors par annum, Ths ominous plven 
thatthe country only produced 1122 doctors in 2007 (sse Chapler 14 für 
détails of the production of doetera). 

There is also a concern about the slow take-up of female graduates in the 
medical profession. Although females have outnumbered men in medical 
echoole since 2000 (In 2007 they-tormasd 54 per cerit af araduates). the 
fate of grawth in Tamale professional registrations [ese stow such thet il 
will take about two more decades for women to reach parity with men in 
the profession itself. 

There are also concerns about attrition in nursing. The increase in 
regisirations each year falls far short of the number trained. Attrition rates 
over a {еп year period ranged Tram BG per cent for proféssicnal nurses Lo 


2 per cent for Enrolled Nurses and Enrolled Nurse Assistants: Although 


we have 2 greater percentage of nurses in tha public sector than dolos, 
this figure is dropping. 1n 2001, 82-79& were em ployed inibe pubic —— 
eeotor. By 2005 the figure had dropped tn 60:4, The figures for 
professionel nurses ere partioulary low, Of the 98-534 professional 
nurses on SANG's register in 2008, only 44% were in the public sector, 
according to the Health Systems Trust (2007). 
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% — [029 
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= 
| -8.9% 


Table 12.2. Numbers of professionals employed in the public sector, 2002 to 2008 


ия 
| - [2002 ||2003. авт вю 6 |[2007 | 











10653) [46.2% _ | [6.536 








[Medical | [8747 | [9527 | [9959 


practitioners 
Professional 
nurses 


Enrolled nurses | 20590] [20683] [20582 | [20806 | [21379] [22707 | [10.3% __|[16% | 
(staff nurses) 1; 














47834] 





711145109] 





| 41683] [43880] 186% | 
































Enrolled nursing | |2886 [28881 | [28052 || 81006 | [31850] [33518] 34030 [aA 12:08. | 
| assistant 


Dental 1602 | [613 |[651 |[715 |[744 ||762 ||268% _|[40% | 


practitioners 


[s [ав (лаз (тав [тво |[148 |[йл% ][32% | 


Pharmacists — ||1238 ||1225 | [1825 ] Өл 2 7.0% 
Occupational  ||418 [546 | [728 |[v88 11874  ) 3105. | 






1817 | [1748 

















bos | [R87 
therapists ea 
Dental [5 во јаза |4 ffs 1182 lease | ао | 
specialists 
Environmental | i585 * |1786 |[880 |[882 |[ав8 |[в14 |[516% |а. | 
health 
| practitioners 
Medical [3665 | [3446 | [3499 | [3885 | үче › | [4025 | ES ||теж | 
Specialists 
Рћузјоћегар 5 | |462 | 1828 [ra3- | 






Psychologists (267 T | 405 
Radiographers 2033 | 2048 ||2103 ||. 


Source: PERSAL data reported in Health Systems Trust (2005,2006, 2007, 2008 








• Our ratio of nurse to population (4.1 to 1000 population) is relatively high 
in relation to our immediate neighbours in Sub-Saharan Africa which are 
among the poorest countries in the world but far lower than the ratios of 
countries that recruit from our nurse workforce, including England (12.1 to 
1000 population), US (9.4), Australia (9.1), New Zealand (8.2), Canada 
(10.0). Stakeholders argue that South Africa has a shortage of nurses but 
disagree about how many and what kind of nurses are needed. Academic 
researchers have identified a desired Professional Nurse (PN): Enrolled 
Nurse (EN) / Enrolled Nurse Assistant (ENA) ratio of 1:3. In 2007, the 
patio was 1.04:7, However, many health workers end experts have argued 
for more professional nurses with the four-year comprehensive training 
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and, ideally, also community health specialisation, in order to support the 
primary healthcare system and facilitate the administration of anti- 
retrovirals. 


Other categories 


Althaugh this chapter hlehliehts shiarlsges ol medea! doctora and nurses as they 
are the backbone of service delivery in {ла Нез сара =н, а essential lo 
note that shortages occur in many occupational categories at all levels. And 
these other categories play a critical role in the overall health care system. With 
the specitic focus on the first-lavel-of care, shortages in-sedondary, tertiary and 
quaternary sarvibes are offen not highlighted. In addition, many of these 
shortages nccur in nan-heaith prafessipnal categories and amongst support 
service staff categories but they nevertheless compromise service delivery levels. 


d) Effects of the HIV/AIDS pandemic on the health workforce 


Research show that the HIV/AIDs and TB epidemics are a major factor 
contributing to disillusionment with the public sector (see Breier et al, in 
press) and also that many health workers are themselves infected with HIV. 


Shisana el al (2003) found 15.7 per pent of 7922 health workers employed in 
public and private health facilities in (he Free State, Moumelanoa, Kwazulu 
Natal and the North West province ware HIV positive. The prevalence in the 
age group 18 to 35 years was 20 per cent. Furthermore 28 per cent of the 
patients in the public and private health facilities surveyed in these provinces 
were HIV positive and the prevalence rate in hospitals alone wes 46 per cent. 
The study concluded that the HIV and AIDS epidemic will impact on the 
health system through ‘loss of staff due to illness, absenteeism, low staff 
morale and the increased burden of patient load’. (2002:131) 


Veriava et al (2005) tested 1444 health workers at two public hospitals in 
Johannesburg and found a prevalence rate of 11.8 percent in general. 
Nurses had the highest prevalence (13.7 per cent in general and 3.8 per cent 
among student nurses), The researchers predicted.shaut five deaths amang 
professional nurses.and Ihree-amóng staff nurses out of an estimated 82 and 
32 HIM positive staff in each of these categories respectively. Tha. 
researchers concluded that hospitals should aim for '100 per cent уст 
uptake for staff in order to reduce the risk of opportunistic infections, 
especially TB, among HIV positive staff. 


Progress has been made in the fight against HIV and AIDS and infected: 
heaith workers ane better placed to recelve the care necessary to keep (hem 
relatively healthy and working for a long time. However, research by Breier et 
81 (in press] sigaests tha! (here [s a partlaularty endemic sllgma-essoctated 
with HIV infections smonget health workers: end for this reasen Ihey are 
sctually lacs likely than the rest of the population fo come forward for testing 
and treatment, despite their access ta such services. 
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Employment Practices 


The 2007 public sector wage agreement included that measures must be 
undertaken by government to ensure thal vacant posts are funded and filled, as 
part of the necessary improvements of ihe working conditions of both the nursing 
and support service staff in tha public health facilities. But the current through- 
put of comprehensively trained nurses is far below the required level to improve 
the conditions of work experienced by nurses in the public sector. There is also 
evidence that a key factor is attrition — the gap between numbers trained and 
growth in registers. In addition, the implementation of the Service Transformation 
Plans in various provinces has led to the down-grading of some hospitals, hence 
the reduction of hospital beds and staff. 


The situation pertaining to the support service staff in the public health sector is 
particularly precarious: 


o Significant amounts of the support services staff have been outsourced and 
in some provinces this trend continues. Outsourcing has significantly affected 
the moral of the support services staff, given the fact that where it has been 
introduced the wages and benefits of those affected have been cut an 
estimated 4095. 

o Many public health facilities lack adequate support service staff, leading to 
situations where the nursing staff performs some of the functions of the 
support service staff, thereby undermining quality care of patients. 

o There have been no career-pathing programmes for the support service staff. 

o The widening of the wage-gap in the public health sector has been at the 
expense of the support staff in particular. 


Addressing the above and strengthening the human resource capacity calls for: 

e Ending outsourcing and the reintegration of the support service staff into the 
public service. 

o Addressing the wage-gap particularly in relation to the support service staff 
and developing a career-pathing programme as part of the human resource 
development plan. 


Given the inadequate number of nurses joining and retained by the public health 

sector, the introduction of the Community Health Workers (Civ) appear to be 

seen as a substitute for the filling in of vacant posts. Certainly, the growing cadre 

of CHWs is an important development in the strengthening of the human 

resource capacity of the public health sector. However, as part of endeavours to 

improve the Expanded Public Works Programme: 

o More CHWs must be directly employed by the government. 

o Government needs to develop standardised conditions of wark applicable to 
those employed by non-governmefital organizations, in particular. 

o Given their precarious status, there is a need for the introduction ofa 
minimum wage regime in consultation with trade unions organising in the 


sector. 
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d) Emigration and Foreign workers 


One of the defining features of Blobalisation i$ the-miarstion of hour in 
partlaul&r scaree and skilled labour such as health professionats — pariedsrly 
dovtnrs arid nurses but not confined Ia fhass-Sputi Africe has been target of 
СОСЕН recrultiméen! pregrammss By developed counines and these health 
pralessianals emlarate in significant numbers per year. Government must 
davelop s: comprehensive Programme geared at bringing back these skilled 
professionals to South Africa, ae part of the homecoming revolution. 


At the same time, there has been some immigration of doctors and nurses from 
biher pars of Africs; especially tha SADC Into South Africa. Many of these 
professionals have found themselves being unable io work in South Attics, due 
te our goviemrnents policy Slance— which БОЦІ 10 avold a-sltumtion where Ihe 
South Afriesn health care system Беле аі ie. expense of olher poor countrigs 
in the region. However, Emme eil These professlanals continue to live irr poverty. 
and ate forced tcc take up-sny Kifid af job they cen tind in South Africa even when 
Ineir desperately, required skill could be utilised in our health care system. A 
review of this policy must be underlaken especially with regard to those whose 
presence in South Africa is properly documented and legal. 


Research evaluating the Cuban Doctors Programme, a product of a bilateral 
agreement between the South African and Cuban governments, which in 1996 
led to ће recruitment af Gubisn dontors [0 work In Seuth Africa &nd subsequenlly 
the training of scores of South African doclors In Cuba testify te Its sundess. Tha 
Programme aimed at strehathenina the proviston of health tare in [hie ares of 
greatest need. Le: jownships-end rutal areas whilst sf tha Same time helping. 
Soulh Africa (h the production of more highly trained goctors io strangthen 
capacity in public health tare: Despite the fact (hat the programme hae 
demonstrated tangible succezs, eince the Cuban doctors-are mostly brought tn to 
provide curative care tn (he exclusion of preventative services, thi-full patential ot 
(he programms ic not realised, In addllion, the number ef Cuban doctors stili 
involyad in the programme is declining ir varibus provinces. Hence Ihre is a 
need for a compreherisive-natlonat review of and tecommitmerit ta ihe 
programme, with a view of expanding its scope. 


e) Recruitment and retention 


The contlived concentration, of madiaal Soctore In the private health sector, 
despite the introduction of public-sector incantives uch #8 Scarce and rural skilts 
allowances, indicates the. need for furhar measures to attract and retain doctors 
in thé public service. In this regard, a mechanism for rapid identification, 
assessment, advertising and filling of vacant posts must be created. 


Inerficlencies around processing time in filling of posts and the payment of 
5Blaries, particularly for community service professionals must be addressed. 
Recrumted staff shauld have access fp.an orientation and опао та support 
Programme that addresses. clinical, cultural and logistical integration into working 
in heath care facilities arid South Africa In-aeneral. 
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There are other South African health professionals who have moved oul of the 
health care system into different fields in the private sector, amongst whom there 
are those who have acquired some relevant managerial skills. Improving the 
conditions of work and infrastructure will be key in successfully recruiting many of 
this cadre back into the public health care system. 


f) Increase the number of medical staff working on a sessional basis in 
the public health care system. 


Attention needs to be paid to the workload of doctors working in the public sector, 
particularly rural areas, The introduction of medical assistants could alleviate 
some of this workload in the future. [n the meantime, more private doctors could 
be recruited inte offering their services on a sessional basis. 


Strategies also have to be developed to ensure that the specialist capacity 
residing in the private sector is utilised effectively. In the public sector however, 
doctors would have opportunities for research and personal development which 
such work might offer and the personal satisfaction of working for the benefit of 
the poor 


а) Task-shifting 


Task-shifting has been presented as a possible solution to the shortage of skilled 
professionals in developing countries, particularly in the context of meeting the 
challenge of HIV and AIDS. Task-shifting in health care involves the delegation 
of tasks to workers with lower qualifications or from trained to lay health workers 
(Philips, Zachariah and Venis, 2008:1). 


Nurses 


The major area of task-shifting for nurses is in the context of administration of 
ARVs which was initially confined to medical practitioners. Here task-shifting 
needs to be seen in relation to the scope of practice and associated legal 
implications. Salaries of nurses who routinely do the work that is above the usual 
scope of practice of a nurse should be reconsidered adjusted accordingly. 
Already, there is considerable resentment about the ways in which nurses are 
required to do the work of doctors without the pay that doctors earn. Nurses' 
unions and professional associations must be meaningfully consulted on all 
initiatives in this regard particularty with regard to the scope of practice and 
professional indemnity. 


There are particular concerns about the position of Clinical Nurse Practitioners 
(CNP) which are seen as a means to address the shortage of doctors in poor and 
rura! areas. There are no available actual numbers of CNPs trained to date, but 
they are generally understood to be low, particularly in ihe Western Cape. Kapp 
end Mash (2004) have shown extensive underutilisstion ot CNP capacities iri 
Cape Town for numerous reasons. Yet the provincial government plans to 
increase the number of CNPs six fold from 71 posts to 466 while reducing the 
number of professional nurses from 698 to 340. (PGWC, 2007:22). 
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Mid-fevel Workers 


A majnr portinn pf (he task-ehilting-oocure with Midlevel Workers (MLW is), Le. 
health care providers. who are nol profeseliivets but whe fender heeth cara in 
communities and facilities. As a result of shortage of various categories of health 
professionals in South Africa, MLWs work under the direct or indirect supervision 
of professionals, Their accredited training means that they are registered with 
professional councils though their scape cf ргаснсе is limited. As a result of 
vacancies in the publle earvices, in maet Instences they do net work under the 
direct supervision of professionals. Instead, they work independently and even 
lead health care teams, particularly in primary and community care. 


The most common MLWs are nurse auxiliaries/assistants and pharmacist 
assistants. However there are further categories namely Dental Assistants, — 
Nutrition Assistants, Physiotherapy Assistants, Occupiallonal Therapy Assistants 
and Ophthalmological Assistants, i 


The dral national polléy on MEWs [s-sitent on these Involved in health promotion 
and preventative care. These cadres al warkers-ceuld take responsibility for local 
management af "rmd-streat interventions’ particularly patient support graups, 
health promotion campstlans and transversal praaramme- coordination acrpss 
facilis: and CHS. 


Community Health Workers 


Community Health Workers (CHW) programmes heve s rale to play that agnnaot 
be fulfilled By either (he hentih services or the gommunities ајсте, [ва у ње 
CHWs combine-service functions and developmahtalipromotianal fections that 
go beyond the field of healih. Perhaps the most important developmental or 
Promotional rele of the CHWs |s to-act as a Битов belWween the community and 
the formal heallh services in all aspects of haath development. The bridging 
sclivities of CHWs may provide opportunities to increase both the effectiveness 
of quralive-and preventive services and perhaps other important, community 
Management and ownership of health-related progremmes, CHWs may be the 
only feasible and acceptable link between the health sector and the community 
het can be developed to meet the goal of improved health in the neer tarm 
iKahssay, Taylor & Berman, 1908} 


CHWs are inthe mait employed by NGOs who receive funding from Provincial 
Departments ot fram donors (often via the DOH). Payment of CHWsle based on 
stipends and the rationale fer such low pay is thal OHVs are paid for hall day 
wark-altheugh this Is often not the reality of trair working hours. This-low' level of 
Payment means that the tumover-of CHWWeds high as they leave for botiar paid 
work —quile often inte the private hosplialsand hospices. itis alea socially Linjüst 
and unacceptable to expect members from poor and vulnerable communities to 
work for, at best, the equivalent af minimum wages and tà forégn opportunities 
for development. 


The need for career progression and training opportunities for CHWs and MLWs 


12.4 TOWARDS A HUMAN RESOURCES FOR HEALTH PLAN 


Most initiatives listed below must be implemented in the short-term. However 
some of the outcomes would be medium to long-term. The time-frame referred to 
in the table speaks to the expected date of outcome rather than initiation and it is 
defined within the context of a five-year-period of the implementation of the NHI 
plan. 5 


| PROPOSAL кои | ТЇМЕЕКАМЕ | 
Commission a comprehensive review of national and Short-term | 
provincial health legislation and policy documents. М 
Strengthen and extend current initiative by the DOH to Medium-term 


develop a Comprehensive Human Resources Information 
Systems to link all aspects of human resource management 
| and development in both the public and private sector with 
immediate effect н 
Conduct a national staff survey to gather baseline information 
| fo ascertain distribution of personnel by cistiet-and facility, 
level of care; age, gender arii qualilication This information бї 
data must be integrated with PERSAL. 
Review and alignment of tasks and staff configurations with 
service packages. 
Improvement of conditions of service for health professionals | Short-term 
in rural areas. =. 
| Delivery of induction and orientation programmes. 
Determination of actual shortages and vacancy rate within all 
Cetegonee of workers in lhe service. 
Complete the Comprehensive Human Resources Information | Short-term 





Medium-term 


Short-term 















Short-term | 
Short-term 





Address wage-gaps particularly in relation to the support Medium-term 
service staff.. = 

Development of career-pathing programme for the support Short-term 
service staff 


Short-term to | 
medium-term 
Short-term 







Integration of CHWs into the service with the introduction of a 
| minimum wage. zà 
Outsourcing within all catagories of personnel ended and the 
support service staff reintegrated into the public service 
Review policy on registration of health professionals from 
SADC countries who are legal immigrants. 
Undertake research on health professionals other than 
doctors and nurses. 



















Medium-term 







Short-term to 
medium 
Short-term 










Dactare-Programme with a view to extend and escalate it. 
Investigate the importation of specialist clinicians and other 
scarce health professionals from other countries - who 
brought into a programme for training and skills transfer to 
| South Africans. 


Short-term to | 
medium-term 
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12.5. Proposals for addressing the human resource challenges 
12.5.1. Introduction 


This chapter deals with the development of HR capacity in the public 
sector through increasing production of health professionals and In-&ervics 
training, which includes reorientatian Through Continuing Professional 
Development (CPD) and skills development of personnel, particularly 
managers. The chapter will not address all Production and training needs 
but reflecis areas of critical importante, 


Despite numerous training initiatives aimed al supporting district = 
development, planning management skill cf middle arid Senior managers 
in many areas remain weak and working environments are nol condiicive 
to change and 


12.5.2 Trends In The Production Of Health Professionals 


d) Decline in production of doctors and other health 
professionals 


Compatison of trends in the produollon of key categories of health 
professionals beltweésn 2002 and 2007. shows that many of the Targets set 
in the Natlenal Human Resources for Heallh Planning Framework (DOK, 


2006) are unlikely to be met See Table 12.1] 


Table 12,1 Targets proposed by the NHRH Planning Framework (DOM, 20086) vs, actual production, 






2002 10 2007 — 

| Category Proposed — | Actual production x 

| Алена] 

| па та! | 
production | 
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— 
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| беја ann h Bis — E 
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practilioners 64 166.795 | 212% % 


Environmental | Maintain | = 

Health current 269 | 308 450 236% | 4.3% 

| Practitioners ЕЯ | == 
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Dental 
lechnicians 







75 78 78 77 116 | 99 32.0% 5.7% 















Medical н 
| phvsicist EE by 2010 


Medical "IPIE | 
prosihetist Eu 19 |20 172.2% | 22.2% 


| Nutritionisls/ 
Decane > | авовузио (73 [75 | 2010 | = E 66 (59 [219% [4.0% | 
'! Occupational 350 - 500 Е 

| Therapists | by 2010 241 | 258 | 35.8% | 63% 


755% 11.9% 











| Optometisis 100 by 2010. 150 190 |123 |-272% | -62% 
| Physiotherapists | 500 by 2010 258 Жиги | 343 EIN 43% 

Occupalional 

therapy 300 by 2010 10 4% 

assistants — | 

Clinical 1829] | [338] | [333 | 

Psychologists[3] 150 by 2009 | | ss | 1 % | -5.6% 

336 9.1% 








Radiographers | | egg by2010 | 232 | 281 | 229 | 321 
| Social Workers |+ [тоо | 724 | 622 


| ' Speech | 
therapists & ' 500 Бу 2010 | 115 | 117 | 159 135 | 162 
audiologists йе —=——!— у l 


Sources: Figures in column 2 from DOH (2006); remaining figures from ihe DOE HEMIS (2008} 





| 17.6% | 4.1% 


40.9% | 7.1% 






Note: the shaded areas indicate that no figures were available for ihat category or year. 


A major concern is that the output of medical practitioners has dropped seven per 
cent since 2002 with an annual average decline of 1,5 %. In 2007 there were only 
1122 medical graduates from all eight medical schools in the country. Yet the 
DOH plan of 2006 proposed that the annual production of doctors should double 
(from 1200 to 2400 per annum) by 2014. There are many possible explanations 
for the actual decline, including a shortage of medical academics which is related 
to the shortage of specialists who are willing to practice in the public sector. This 
decrease could also be associated with the changing medical schools' admission 
criteria. Medical schools are increasingly admitting students from disadvantaged 
and rural backgrounds that are less academicaily prepared than previous intakes 
and often take more years to complete their degrees than those from privileged 
backgrounds. [See Table 12.2, and Figure 12.1 for details of the 
transformation of medical schools.] 
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Table 12.2 MBChB graduates from ail eight medical schools, by race, 1999 to 2007 


Year _| African | Coloured | indian | White | тј 
379 ___ 64 244 |622 1309 
53 219, 566 


2000 293 


| 1131 
67 | 247, *| 565 1229 


422 115 T233 526 1296 
487 69 309 1399 


=m м. 








| 598 88 309 516 1511 
527 98 | 152 ___| 419 1196 
511 | 83 139 | 379 1122 
| 132 29 -105 -243 -187 
34.8% 45.395 | -43.0% | -39.1% | -14.3% 
| { == | 
Average 
annual | 3.8% 48% -6.8% -6.0% _ | -1.9% 









growth 
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In 2008, government pul aside an exits ROO million for the eight medical schools 
with the View of inducing them to increase the admission and thereby the 
produntion levels, However, according to the Deans of these medical schools 
these funds are insufficient, A! the same time, there have been strong calls for the 
establishment of privale medical schools, although there are concerns that such a 
move lead to the further depletion сї Capacity in the public sector. Given this 
shortages and battlenecks in the Supply of required numbers of ‘doctors, the bi- 
national programme between South Africa and Cuba through which there are 
young South Africans training in medicine in Cuba must be strengihened arid 
extended beyand medical officers. 


b) Decline in the role of the public sector in the training of nurses 


Ir contrast (he nursing output has-already exceeded the DOH target for 2011 but 
lhere are concerns that the education svstam js-not producing the type of nurse 
which the country nesds mast. This has been extensively discussed in Chapler 13; 


Mast of the growth of nursing training has been in the private sector and little of 
this will contribute fo the development of capacity in the public sector. For various 
reasons the role of the public sector í nihetralning of nurses has-déctined 
dramatically, | 


Breier et al (In press) found thatthe pubie setor continues lo be tlie sole provider 
of the four-year professlonal-nurse Programmes, which include community, 
Psychiatry and midwifery. However, as à result af this; as well as the fact that mary" 
nursing colleaes were shut dowh. during the restructuring of the sector the output 
of nurses considerably declined, viz. In 2007 the public sector produced 340 fewer 
professional nurses than ih 1997. Nonetheless, the new nursing. qualifications as 
prescribed by the Nursing Council in-2008:suggest a 3 year diploma and a four 
year degree, In general, there should be a caution- against grade ‘creep — where 
professionals are required to have higher qualifications than are necessary for the 
Jab. 


Most professional nurses-areé now tralned through tha bridging programme, which 
does nol inclüde much-needed rmidwifery, psychiatric and commiunity-nursirig. 
skills; and the private sector is also assurmina an increasingly significant rale In 
bridging training. [See Figure 12.2 ] The application of the Recognition of Prior 
Learning will be particularly important, ag jt has: proven lo be relatively successful 
In. other seciors of the ecanamy. 
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Figure 12.2 Output of professional nurses, 1997-2007 
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Source: SANC (2007) 


The private sector now also trains the vast majority of enrolled nurses and ENAs 
[see Figure 12.3]. While many trainees gain high level training offered by the major 
hospital groups or reputable Independent colleges, ihere-are also many [hose who 
receive training of dubious quality in private colleges that are not always able to 
provide appropriate clinical experience. 


Figures 12.3 Output of sub-professional (ENA and EN) nurses, 1997 — 2007 
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The high attrition rate of nurses was noted in Chapter 13. Qualitative research 
reported in Breier et al (in press) indicates that much of ihe attrition appears to be 
occurring immediately after graduation. They found that many nursing students 
enrolled in four year programmes do not actually want to be nurses but are 
attracted to the programmes because of the bursaries or salaries offered or 
because they think that the training will be a stepping stone towards other 
programmes with higher entrance criteria in the universities. Many others who 
would have actually wanted to become nurses, ane put off by the current appalline 
conditions in the public hospitals which they experience in the course of thelr 
training. Those who complete the training-are likely to emigrate. 


Development opportunities for community heath worker cadres 


CHWs in particular are presently being kept outside the health system, with no, or 
very limited, career opportunity. If CHWs are likely to provide essential health 
services in the madium- to long-term however, {han they need fo be encouraged to 
take up available opportunities for training. Lack of career or development | 
opportunity will act as a disincentive and demotivator. 


Historically the training of CHWs was done through the medium of non-accredited 
short courses. With the advent of the current edyealion, training and development 
framework, four levels of community health workers lraining have been accredited 
vie the South African Qualifications Authority. A fully qualified CHW could take four 
years of study. However this process does allow for the development of 
permeable, portable and ladderéd career structures, similar (and linked) ta the 
structure of the National Qualifications Framework within bands of hesith ear 
prefessions, In adcition after completion of Level 3 and 4, CHWs could be recruited 
for mid-level worker training (particularly pharmacist assistant and nursing 
assistant) with the advantage of dapth of knowledge and experlenced gained whilst 
working as a GHW. 


There are plans to Introduce a calegory of community based workers known as 
Community Care Givers who would be employed by NGOs-and whase training 
would be based on skills set. 


Development opportunities for mid-level worker cadres 


Career paths and progression and the integration of MLWs into the staffing 
structures of thie formal health system have not been addressed satisfactorily, a 
fact that contributes to their continued lack of lagitimacy and acceplance within 
health services. Nor do the current qualifications allow for career pathing into either 
professional categories. 


There is a particular need for government to undertake an extensive training 
programme for lay HIV/ATIDS counsellors - who are currently largely employed by 
NGOs - althaugh they are usually facility-tiased. Thay therefore have the same 
uncertainties regarding stahlliby of empioyment and access to career pathing as do 
CHWs. 


ej Development opportunities for emergency services 


The training of emergency services personnel is of crucial importance. It is 
estimated that only. about one quarter of these trained are working In the public 
sector and many have emlarated. 


At present this Iretmina of the emergency services personnel ls divided into twa 
streams, namely the moduler and tettiary streams. However, the modulareiream 
whieh covers the Basic. Ambulance Course, the Ambulance Emergency Assistant 
Goursa and the Critical’ Care Assistaril Course is set tb be-stapped, The tertiary 
model is actusily a midlevel warker course le. i produces Emergency Care 
Technician (ECT). The first Intake will graduate. thie year with National Diplomas 
andihe B Tech degrees. 


At present there are anly 4 collegas:in the country that are accredited {though not 
fully} fo. provide the ECT training arid 4 University of Technology providing national 
diplomas (NDip) upwards, There will be approximately 20 ECTs graduating in April 
2003 but this will-still not be‘adequate ir terms of what is required relative to the 
shortage, 4 University of Technology ean only produce about 15 graduates per 
year whieh again is clearly not enough forthe country. The modular courses were 
producing a substantial amount af graduates and now since it has been terminated 
Ihe challenges have been compounded. 


| Development opportunities for support worker 


Other health workers suoh as cleaners and porters also do not have a clearly 
defined career-pathina programmes. Career-pathing programmes in areas such as 
administration and procurementordering should be considered: 


12.6 In-Service Training And Skills Development 


The devolution of aulhotily ae envisaged by the NHI will require changes In 
management culture towards decentralised and empowered management anda 
renewed focus on the strengthenina-of management skills at all levels of the 
вузјет, including skills in financial management and procurament, people and 
programmes Management and monitoring and evaluation. 


The: need. to train healthcare professionis forthe needs of the: county interme: of 
epidemiology in the population mus be Tecognised, 


The development of norms and standards and the alignment of staff and service 
norms referred to In Chapter 19 willalso facilitate the review of training provisions: 
and capacity and the developmant of training and development plans, 


Appropriate in-service training and skilis development of employees — particularly 
management training and maintenance of competencies through Continuing j 
Professional Develapment (CPD) training — must be expanded and made 
sustainable, Sources of funding ere directly from the National Skilis Fund and 
efficient utilisation of Skills Development levies within. each Deparinient. 


138 








а) 


b) 


There needs tobe a specific Irairima programme Tor te support service staif, 
addressing Issues such as procurement, in order ta erisure afficiency in National 
Health Insurance Authority. This is illustrated by the current situation in the public 
sector in the procurement process whereby the support service staff or 
procurement officers do nol have adequate knowledge of the-health sector. This 
results in procurement of inearrect arid inappropriate material, further 
compromising service delivery. 


So, there a number of in-service and skills development programmes that must be 
undertaken: 


Maintenance of health delivery competencies 


This training should not be limited to health professionals, but must also 
include support service staff. However, the maintenance of competencies is not 
prescribed for the associates/mid-level workers by the HPCs and this remains a 
priority in the health system. 


Management training 


The devatution af authority. as-anyiseged byhe: NHI will require changes in 
management culture towards decentralised empowered management multi- 
disciplinary teams and a renewed focus on the strengthening of management 
skills at all levels of the system. 


Managers in the health care sector ssidom have appropiate management 
qualifications, The predominant profile is that of & healthcare professional trial 
has migrated into management with no formal management qualifications. 


Management training must cascade down to supervisory level. It is well 
established and accepted that careful and regular supervision impacts 
profoundly on quality of service delivery. 


In a series of research articles, Pillay (2007, 2008) surveyed competencies: of 
hospltal managers and nurse managers In both the public and private sector. 
Results-af this survey are included ss Appendix A and the following two 
sections on key findings drawn from Pillay’s résearch reports. 


127 Key findings in research on hospital managers 


Both the public-sector and private sector hospital managers rated competencies 
related to ‘people management’, ‘self management and ‘organising skills highest 
and in the same order of importance, followed by ‘strategic planning’ and ‘health 
delivery’, respectively. Public sector managers rated the importance of all the 
Competencies significantly higher than he private sector managers, except for 
‘people related skills’ where there was no significant difference in the level of 
importance, 


Demographics of respondents suggest that ће transformation and equity 
objectives of the public sector are being met and that females are not precluded 
from occupying senior management positions. Although it is understandable in 
terms of government's transformation policy, it is of concern that the majority of 
public sector hospital managers are vastly inexperienced having been in 
management posilions for less than five years. 


The use of current public sector managers who are highly experienced could be 
utilised through an in-house mentoring model in a broader career management 
and succession planning initiative to develop individuals with management 
potential. This programme would provide for future sustainability and stability of 
public sector institutions. 


Pillay found that generally, formal management development programmes made 
no significant difference to competency levels. This is corroborated by the lower 
self-assessed proficiency levels among managers who attended formal 
programmes, as well as the lower proficiency rating of public sector managers, the 
majority of whom admitted to some form of formal training. 


Informal approaches significantly improved competency levels in all facets of 
health management. This implies that the current approach to the development of 
health managers which is focused on a predominantly formal and didactic 
approach is having minimal impact on management capacity. Instead, managers 
are more likely to improve their skills and competencies by informal means based 
on an experiential approach which may include mentoring and coaching, 
networking with colleagues and in-house programmes. 

This approach has the benefit of tailoring training to practices and issues relevant 
within an institution, of exploring issues in a non-threatening environment, of 
increased acceptability and convenience to participants and of facilitating and 
enhancing senior manager's contribution to management development. 


12.8 Key findings in research on nurse managers 


Nurse managers who received some form of informal training (mentoring/coaching, 
in-service training and non-certified programmes) were significantly more likely to 
perceive themselves as being more competent in planning, organising and legal- 
ethical competencies than their colleagues who received no informal in health care 
management. This is especially pertinent given that it correlates with the findings in 
the survey on health managers. 


The fact that there is a significant difference in competency levels of managers 
between the different sectors with private sector managers rating themselves 
significantly higher on all of the competencies, except for health services delivéry 
where there was no difference, may partly explain the differences in performance 
between the sectors. Plausible explanations for this discrepancy may be that the 
emphasis and scope of professional development within the private sector may be 
better and broader within the private sector (Mediclinic, 2008; Netcare, 2008; Life 
healthcare, 2008), the migration of more experienced managers fram the public to 
the private sector (Matsebula and Willie, 2007; Goudge et al 2002), and the 
difficulty of managing in a public sector milieu characterized by understaffing, poor 
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resource endowment and higher nurse-patient ratis [ Harrison el al.. 2007; 
Padareth e&t al., 20031 


Ninety-five (85) percent of public sector nurse managers reported having sara 
kind af formal training in health management, 


An indication of outcomes from management training is attached as Appendix B 
Management qualifications: 


Thé need for management qualifications is-aiso acknowledged by the Department 
of Public Servite and Administration, which is.an absolutely kay reguirement of a 
Management qualification for all publle sector managerial positions from 
directorship upwardg- Deputy Directars are not requirad to have formal 
management qualifications but need Io prave substantial managerial experience in 
Ihe absence af such qualifications. However it does not appear thal this 
requirement has been applied to public-sector health care- Management 
appointments. The need for health managers to have formal management 
qualifications is further supported by organisations such as the Word Health 
Organizatlon that has identified the need to develop managerial competency as 
critical lo-aehieving the Millennium Develapment Gaels. 


Training om the PEMA wouhi have to be deliyarad by accredited specific trainina 


Institutes with specialist training competencies. 
Management training providers 


Universities offer a nurnber of cut-service and in-&ervice programmes of varying 
durations, The providers of management training include a large number of higher 
education institutions that historically provided generic management training-and 
are systematically beginning to offer generic management training linked to health 
sector speelfie management training. 


could be argued that few heath care Managers raquite masters level management 
qualifications such as MEA degree. ‘There isa‘ benefit in promoting management, 
qualificstions that are customised tn the heeds of the hall сага sector. 


Changing the culture of management for the NHI 
‘The devolution-of authority &s envisaged by the NHE will furthermore require 
changes in management culture towards decentralised ane empowered 
Management and ‚а renewed focus onthe building of a multi-skilled and multi- 
facetted team within districts and Institutions: 


There is-@ growing concern that despite numerous training initiatives aimed at 
changing the attitudes of staff tn the patients there is still a lone wey to go before 
the results yield changes. 


The inclusion of tralning on ssii-mastery, éthics and diversity within, 


3 si юте сіс 
specifically to address situations peculiar to working in @ public health-systan wil be 
included. 
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12.9 Towards A Human Resource For Health Plan for National Health insurance 


Most initiatives listed below must be implemented in the short term. However some 
of the outcome would be medium to long term. The time-frame referred to in the 
table speaks to the expected date of outcome rather than initiation and the 
timeframe is defined within the context of a five-year period. 






[PROPOSAL __ TIME e 
| _ | FRAME 
Address decline in production of doctors | Medium- 





term 

Re-assessment of public sector nurse training - continue | Short-term to 
opening nursing colleges Medium- 

3 term а 
Reprioritisation in provincial and hospital budgets so that | Short-term to | 
public sector resumes its role in the production of Medium- 
enrolled nurses and enrolled nurse assistants. term 

, Re-assess projected health professional production Short-term 





| totals iri the light of the HIV, AIDS and TB epidemics | | 
Address career progression of community and mid-level | Short-term 
cadres particularly the need for HIV/AIDS lay 
| counsellors. 









| | 
“Address training of emergency care practitioners with Short-term 
| attention to the implications of stopping modular training. | — | 
Allocation of more resources to public institutions of higher Medium- | 
education including strengthening responsive institutions such | term 
as Medunsa. 


Establishment of additional tertiary institutions and/or satellites | Short-term to 
in each province and/or at community level such as in Cuba. Medium- 







“Strengthen teaching, training and research capability of the ! Medium- 
tertiary institutions awarding scholarships for training of term 


| specialists and super-specialists 


Extend internship and community service programme to all 





Short-term _ 






_healih professionals | 
Address Continuing Professional Development for mid- | Medium- 
level workers term 





Short-term to 
Medium- 
_term 

| Short-term 


Extend training and development programme in Cuba to 
other health professionals and support workers 













Review the efficacy and efficiency of current 
management development programmes | 
Undertake audit of management qualifications of all 
_National and Provincial Health Care managers 


Integrated generic management training with specific 


material related to health care management 


Introduce specialised courses on the PFMA 
New and creative training approaches that combines 


formal instruction with informal practices to be on team- 
| building interventions to create synergy amongst | | 






Short-term 






Short-term 






“Short-term 
short-term 
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managers in a particular districi/institutic nstulion — — 
Base formal instruction an en experiential approach ead | M term 


| organisations 


include case studies drawn specifically from the 

| experience of the e participants E 
Include mentoring and coaching, networking with — ERST to 
т: and in-house programmes in ee ү 
training programmes 
Monitor and evaluate performance of managers manages oh [She on ‘Shorter -term 
courses $ o Medium 

em 

| training courses to be, provided By acere accredited — rt -term = 

providers — public bodies (universities) or private т = 








CHAPTER 13 GENERAL INFRASTRUCTURE INVENTORY AND DEVELOPMENT 


The success of the NHI syetem hinges on-significant improvements Ih the public heallh cate 
infrastructure on one hand énd the equitable distribution an the other. Public sector facilities 
anbuld strategically canstilute a significant pert ol theservice dellvery modal for {he Nallonal 
Heal Insurance ard Therefore a plan thet focuses on maintaining and refurbishing the ourrerit 
stock of health facilities, construction of new facilities where they are needed and entering into 
Public -private partnerships for public purposes is essential for the attainment of the principle of 
universal Coverage, This chapter outlines what naede to be done-In order to ensure that The 
prysical capscihy ar the; healll care system is anhanced ever ihe flve yesr Implementation gerled 
for the NH system М Врач 


13.1 Audit current infrastructure, buiiding and equipment 


A comprehensive evaluation of the current stock and status of existing public health care facilities 
Bf all levels (primary, secoridary, teriary and quaternary including speciale} hospitals) l= vital for 
developing & comprehensive infizetructural refurbishment end expansion plan. Tables 13 sind 
13.1 show the current stock of both public and private health facilities that are available in the 
country by level of care. 


Whilst this data is an important indicator of the structural availability of services, it does not say 
much about the functionality and hence potential access to quality health services by the 
catchment population. The distribution of facilities by district , provincial and national is critical for 
the National Health Insurance System. Therefore the following activities have to be undertaken 
as both precursors and concurrent activities towards strengthening the health care system to 
deliver the envisaged comprehensive package of services: 


1. An infrastructure audit of both public and private sector facilities - this will entail collecting 
data on the numbers, location, size, ownership, level and type of facilities. 

2. Anequipment audit by level of facilities - this will entail collecting data on essential 
equipment required (according to the norms and standards) to provide primary, 
secondary, tertiary and quaternary (including specialist) services in the country. 


An updated inventory with additional information on the general level of functionality of the 
facilities will form the basis for designing an infrastructure expansion programme for the entire 
sector. Linking the results of this exercise to established norms and standards by the National 
Department of Health and the World Health Organisation will allow for the identification of existing 
gaps and the areas that need to be urgently addressed. It is important that the level of physical 
preparedness of the sector (in terms of infrastructure, buildings, equipment and others) be aligned 
to the NHI comprehensive package of services. Furthermore, the accreditation strategy of the 
existing health facilities for NHI will be informed by their level of preparedness and in cases where 
further refurbishments are required; the critical areas will be identified through this exercise. 
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13.3 Determine cost of refurbishment 


The inventory of facilitias-of public health care faciities will Identify existing facilities in both the 
public and privete-sectors-(far-profit-and not-for-profit) (hel require refurbishment ina variely of 
ways for them to assume an accreditation status. The casts of refurbishment will-be influenced by 
the following parameters: 


* The number of facilities 

• The level of health care facility in the referral hierarchy 

* The degree of dilapidation and the ensuing improvements required to bring the facilities to 
a situation where they meet the required accreditation norms ! 

• The norms and standards as defined by the National Ofic cl Standards Compliance for 
registrasion and hence accreditation for NHI 

* The geographical location of the facilities 


The annual costs of refurbishing facilities will bie established by looking sl the quanlities at Inpuls 
[materials and lebour}and current prices in the construction Industry. This prparamme nesds Tn 
be seen withlh the content of 6 broader public;sectar Spending programm pn social 
infrastructure; 


13.4 Develop a plan for refurbishment 


The expansion aid refurbishment posta mms cannot be implemented overs short period of fime 
given the hug® fineneiat Invastryyerts and most Importantly the existing capacity to deliver. Once 
ihe number and the location of the facilities to be refurbished le conordtely established, a phased 
prearamme In which facilities are rehabilitsted over tho five year NHI Implementation period needs 
lp he developed. Each province snd district heallh council will be required lo develop detailed 
plans for refurbishing specific fanilities with specific timelines for deliverables and penalties for 
horedallvery. The Nallonal Department at Health will be responsible for ensuring that 
refurbishment ef facilities is partofa national raster plan on infrastructure, buildings and 
equipttent thal ls monitored very closely. The plan should ain to deliver etisaet 25% of ihe 
refurbishments required each year in line wilh the NHI transitional targets. Ir is worth notina that 
51 hospitale are ourraritly under construction, 18 etwhlch sre expected In lie completed over The 
next three years. This will significantly enhance the capacity of sector to provide the much needed 
quality af services. 


13.5. Continuation of expansion of current clinic upgrading and building programme 


At the cons of health system stranginening |s the continued expansion of primary care facilities 
particularly In these areas that sre qurenily underserved which are largely classified as rural and 
stable Informal settlements. | 


The expansion programme needs ta be eupperted by s nation-wide inventory of PHC facilities-In 
the country. The National Deparment cf Health will commission sucha study in the context of 
broader infractructure, bulldings and equipment inventory meritioned eartiar, 


The Investment расе be determined:st provincial: lavel and district level in order lo ensure 
hat appropriate resources are mabilised end construction services are effectively and effciantly 
procured. The expansion programme needs to be guided by the key transitional principles, 
namely: equity, efficiency, effectiveness and enpropriateneses, What this една, је аб из јез 
must be bullt first where there ste needed the mest, and that.all this be done al least cost and 
aligns to beneficiary expectations. 
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12.5. Proposals for addressing the human resource challenges 
12.5.1. Introduction 


This chapter deals with ihe development of HR capacity in the public 
sector through increasing production of health professionals and in-service 
training, which includes reorientation through Continuing Professional 
Development (CPD) and skills development of personnel, particularly 
managers. The chapter will not address all production and training needs 
but reflects areas of critical importance. 


Despite numerous training initiatives aimed at supporting district 
development, planning management skills of middle and senior managers 
in many areas remain weak and working environments are not conducive 
to change and 


12.5.2 Trends In The Production Of Health Professionals 


a) Decline in production of doctors and other health 
professionals 


Comparison of trends in the production of key categories of health 
professionals between 2002 and 2007 shows that many of the targets sel 
in the National Human Resources for Health Planning Framework (DOH, 
2006) are unlikely to be met.[ See Table 12.1] 


Table 12.1 Targets proposed by the NHRH Planning Framework (DOH, 2006) vs. actual production, 
2002 io 2007 


Category Proposed | Actual production 
annual 
national 


production 
(Doha, 
2006) 


| 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | % “Annual 
change | av. | 
| growth 






















* Medicai 2400 by 1 Е 
d ES 2014 1212 | 1296 | е 1196 | 1122 | -7 4% ia a1.5% 
Professional 3000 Бу | 
е B: 1718 | 1533 | 2027 | 2342 | 41.8% | 7.2% 

[2 years i ie i 

| | bridging] [1] | 1841 | 2103 | 2352 | 2364 | 2093 e | 25,3% 

Enrolled nurses | 8000 by 2771 | 2308 





4273 | 4565 | 4816 | 4758 | 71 796 11,4% 





(staff nurses) 2008 


Enrolled nursing | 70000 by 


Dental | Reduce to | я | : 
practitioners 120 Бу 2008 | 125" ЦИЕ ү 288 eee gen 


150 















| Increase to [mee RT 
| 600 Бу 2009 2318 | 5.3% 

Dental Maintain 
technicians currant 


levels 











32.0% | 5.7% 










Dental 


































































iod | зоо by 2008 120 141 30.6% 5.5% 
Pharmacy 
43% | 
Medical 
i Е 
Nutrilionists/ 75 | вз | 
Dieticians 250 by 2010 2з» | 40% 
226 
145 
Occupational 
assislanis : = 
[338] -15.9% |-5.6% 
Social Workers | + 700 630 


99 

Oral hygienists | (59 ђу 2009 | 18 | 64 [53 Је |з 150.0% | 20.1% | 
| Assistants[2] | 860 by 2008 - == - 
EMS | | 
Environmental Maintain | | 

Health | Current 356 501 | 450 

Practitioners levels |, 
physicist | 80 by 2010 _| 4° О 11.9% 
Medica! orthotist = 

2 50 per year | 
prosthetis| 18 18 222% 
а 

Occupational 350 - 500 

Therapists by 2010 155 = 

Optometrists [100 by 2010 1763 H8 [156 |590 

Physiotherapists | 599 by 2010 290 318 | 

4 

Clinical | F Es 

| PSyonolegists[a] 150 bv 2009 | 1298) ] 

| Radiographers | 600 Бу 2010 229 |321 |336 |359 

‘Speech 

therapists & 500 by 2019 | 115 117 | 159 175 | 135 | 162 

audiologisis | - ! = 
Sources: Figures in column 2 from DOH (2608); remaining figures trom ihe DOE HENS (2008) 





Note: the shaded areas indicate that no figures were available for thal category or year. 


A major concern Is that the output of medical practitioners has dropped sever per 
cent since 2002 with an annual average decline of 1,5 95. In 2007 there were only 
122 medical graduates from all eight medical schools in the enuniry. 'Yet the 
DOH pan of 2006 proposed that the annual production of doctors should double 
(frany 1200 to 2400 per-annum) by 2014. There are many possible explanations 
fer the actual declina, including a shortage of medical academics which is related 
ic the shortage of specialists who are willing lp practiai in the public sector. This 
decrease could also be associated with the changing medical schools’ admission 
criteria. Madieal-schools are increasingly admitting students from disadvantaged 
and rural backgrounds that are less academically prepared than previous intakes 
and often fake more years lo complete thelr degrees than those from privileged 
backgrounds. [See Table 12.2, and Figure 12.1 for details of the 
transformation of medical schools.] 


Table 12.2 MBChB graduates from all eight medical schools, by race, 1999 to 2007 















| 1922 379 64 . 244. | 622 | 1309 | 
ШЕТ 566 __|7131 | 
| 241 KT NET 

526 1296 

534 1399 

516 |1511 

419 1196 

| 379 | 1122 


-39.1% -14.3% 


Average 
annual | 38% 4.8% -6 8% -6.0% -1.9% 


Totals grown 
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In 2008, government put aside an extra R900 millam for the eight medical 
schools with the view of inducing them-to increase the admission and 
ihereby the production levels. However, according to the Deans of these 
medical schools (hese funds are insufficient. AI the same limo, thare have 
been strong calls for the establishment of private medical schools, 
although there are concerns that such @ move dead to the further depletion 
of capadity Iq lhe public sector, Given this shortages and bottlenecks in 
the supply of required numbers of doclars, Ihe bi-natianal programme 
between South Africa and Cuba through which there ate young South 
Africans training in medicine in Cuba must be strengthened and extended 
bayond medical officers. 


Decline in the role of the public sector in the training of nurses 


In contrast ihe nursing outpul has already exceeder thè DOH target for 
2011 bul there are.concerns (па the education system Is not producing 
the type of nurse which the country needs most. This has been extensively 
discussed in Chapter 13. 


Most af the growlh) of nursing training has been in ihe private-sector and 
litte of this will contribuie to the development of Gapacdy in the public 
section, For varlous reasons the role-of the public sector in the training of 
nurses has declined dramatically. 


Breiar ei al (In:press) found that the public sector eontinuas te be the sol& 
provider of the four-year professional-nurse programmes, which include 
community, peychiatty and midwitery. However, a a- result af this, as well 
ве ће Тас (hat many nursing collages were shul down during the 
restructuring of the sector; the output of nurses considerably declined, viz. 
in 2007 the publle- sector produced 340 fewer professional nurses than in 
1897. Nonetheless, the new nursing qualifications as prescribed by the 
Nursing Council In 2008:suggest a 3 Year diploma and a four year degree. 
In general, there should be a caution against grade dreep — where 
professionals are required to have higher qualifications than are necassary 
for the job. 


Mast professional nurses-are naw trained through the bridging 
programma, which does not include much-needed midwifery, psychiatric 
and community-nursing skills; and the private sector is also assuming an 
increasingly significant tole In bridging training. [See Figure 12.2 j The 
application of the Recognition of Prior Learning will be particularly 
importanL agit has proven to be relatively successful nother sectors of 
ihe Boonomy. 
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Figure 12.2 Output of professional nurses, 1997-2007 
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Source: SANC (2007) 


The private sector now also trains the vast majority of enrolled nurses and 
ENAs [see Figure 12.3]. While many trainaes: gain high level training 
alfared by the. major hospltal groups or reputable Independant colleges, 
thara ara also many those Who Taceive training-of dubious quality in 
private colleges that are not always able to provide appropriate clinical 
experience, 


Figure 12.3 Output of sub-professional (ENA and EN) nurses, 1997 — 2007 
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The high attrition rate of nurses was noted in Chapter 13. Qualitative 
research reported in Breier et al (in press) indicates that much of the 
attrition appears to be occurring immediately after graduation. They found 
that many nursing students enrolled in four year programmes do not 
actually want to be nurses but are attracted to the programmes because of 
the bursaries or salaries offered or because they think that the training will 
be a stepping stone towards othér programmes with higher-enitance 
criteha in te universities. Many others who would have actually wanted 
to become nurses, are put off by the current appalling conditions in the 
public hospitals which they experience in the course of their training. 
Those who complete the training are likely to emigrate. 


Development opportunities for community heath worker cadres 
CHWS in particular are presently being kept outside the health system, 
with no, or very limited, career opportunity. If CHWs are likely to provide 
essential health services in the medium- to long-term however, then they 
need to be encouraged to take up available opportunities for training. Lack 
uf career or development opportunity will act as a disincentive and 
deriotlvator, 


Historically the training of CHWs was done through the medium of non- 
accredited short courses. With the advent of the current education, training 
and development framework, four levels of community health workers 
training have been accredited via the South African Qualifications 
Authority. A fully qualified CHW could take four years of study. However 
this process does allow for the development of permeable, portable and 
laddered career structures, similar (and linked) to the structure of the 
National Qualifications Framework within bands of health care 
professions. In addition after completion of Level 3 and 4, CHWs could be 
recruited for mid-level worker training (particularly pharmacist assistant 
and nursing assistant) with the advantage of depth of knowledge and 
experienced gained whilst working as a CHW. 


There are plans to introduce a category of community based workers 
known as Community Care Givers who would be employed by NGOs and 
whose training would be based on skills set, 


Development opportunities for mid-level worker cadres 


Career paths and progression and the integration of MLWs into the 
staffing structures of the formal health system have not been addressed 
satisfactorily, a fact that contributes to their continued lack of legitimacy 
and acceptance within health services. Nor do the current qualifications 
allow for career pathing into either professional categories. 
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There is @ partioular need for government to undertake an extensive: 
raining progtamme for lay HIV/AIDS counsellors « whe arma currently 
largely employer by NGOs - allhough they are usually fácility-based. They 
therefore have the same uncertainties regarding stability of emplaymeari 
and access to career pathing as do CHWs, 


Development opportunities for emergency services 


The training of emergency services personnel 15 of cruelal importance. | 
is cetimsted that only about one quarter of those trained are working in the 
public sector and many have emigrated: 


At present the-trainirg: ef the &rmergency services parsennel is divided ino 
wwo streams, namely tha. modular and lerliary streams. However, the 
modular stream which covers the Basie Ambulance Course, Ihe 
Ambulatica Emergency Assistant Course and the Critical Care Assistant 
Course is sef la be-siopped. The tertiary model is actually a midlevel 
warker course i.e. il. produces Etiergenoy Care Techrilclan (ECT). The 
first intake will graduate this year with National Diplomas and the B Tech 
dagrees. 


AL present there are only-4 colleges in the country thal are accredited 
(though noL fully te provida the ECT taining and 4 University of 
Technology providing national diplomas (NDip) upwards. There will be 
approximately 20 ECTs gradualina in April 2008 but this will still not be 
adequate In terms of what is required relative lo the shortage. A University 
of Technology can only produce about 15 graduates per year Which again 
{в Clearly not enough for the country. The modular courses were producing 
a- substantial amount of graduates and naw since it has been terminated 
the challenges have been compounded, 


Development opportunities for support worker 


Other health workers suchas cleaners and porters also do not have a 


clearly defined carear-pathing programmes. Сатваг-ра па prograrimes: 
In areas such ae adm Inistratlon and procurement/ordering should be 
considered. 


In-Service Training And Skilis Development 


‘The devolution ol-authorily as envisadad by the! NHI will require-changes 
in management culture towards deceniratised and empowered 
Management and a renewed focus on the strengthening of management 
skills at all levels of the system, including skills in financial ranagement 
and procutement, people and programme management and monitoring 
and evaluation, | 
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The need to train healthcare professionals for the needs of the country in terms 
of epidemiology in the population must be recognised. 


The development of norms and standards and the alignment of staff and 
service norms referred to in Chapter 13 will also facilitate the review of 
training provisions and capacity and the development of training and 
development plans. 


Appropriate in-service training and skills development of employees — 
parlicularly management training and maintenance of competencies 
through Continuing Professional Development (CPD) training — must be 
expanded and made sustainable. Sources of funding are directly from the 
National Skills Fund and efficient utilisation of Skills Development levies 
within each Deparlment, 


There needs to be a specific training programme for the support service 
staff, addressing issues such as procurement, in order to ensure efficiency 
in National Health Insurance Authority. This is illustrated by the current 
situation in the public sector in the procuremeni process whereby the 
support service slaff or procurement officers do not have adequate 
knowledge of the health sector. This results in procurement of incorrect 
and inappropriate material, further compromising service delivery. 


So, there a number of in-service and skills development programmes that 
must be undertaken: 


a) Maintenance of health delivery competencies 


This training should not be limited to health professionals, but must also 
include support service staff. However, the maintenance of competencies 
is not prescribed for the associates/mid-level workers by the HPCs and 
this remains a priority in the health system. 


b) Management training 


The devolution of authority as envisaged by the NHI will require changes 
in management culture towards decentralised empowered management 
multi-disciplinary teams and a renewed focus on the strengthening of 
management skills at all levels of the system. 


Managers in the health care sector seldom have appropriate management 
qualifications. The predominant profile is that of a healthcare professional 
that has migrated into management with no formal management 
qualifications. 
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Management training must cascade down to supervisory level. It is well 
established and accepted that careful and regular supervision impacts 
profoundly on quality of service delivery. 


In a series of research articles, Pillay (2007, 2008) surveyed competencies 
of hospital managers and nurse managers in both the public and private 
sector. Results of thie surveyare included as Appendix A and the followin 
two-sections on Key findings drawn from Pillay's research reports. 


127 Key findings in research on hospital managers 


Both the public sector and private sector hospital managers rated 
competencies related to ‘people management’, ‘self management’ and 
‘organising skills’ highest and in the same order of importance, followed by 
‘strategic planning’ and ‘health detivery’, respectively. Public sector 
managers rated the importance of all the competencies significantly higher 
than the private sector managers, except for ‘people related skills’ where 
there was no significant difference in the level of importance. 


Demographics of respondents suggest that the transformation and equity 
objectives of the public sector are being met and that females are not 
precluded from occupying senior management positions. Although it is 
understandable in terms of government's transformation policy, it is of 
concern that the majority of public sector hospital managers are vasily 
inexperienced having been in management positions for less than five 
years. 


The use of current public sector managers who are highly experienced 
could be utilised through an in-house mentoring model in a broader career 
management and succession planning initiative to develop individuals with 
management potential. This programme would provide for future 
sustainability and stability of public sector institutions. 


Pillay found that generally, formal management development programmes 
made no significant difference to competency levels. This is corroborated 
by the lower self-assessed proficiency levels among managers who 
attended formal programmes, as well as the lower proficiency rating of 
public sector managers, the majority of whom admitted to some form of 
formal training. 


Informal approaches significantly improved competency levels in all facets 
of health management. This implies that the current approach to the 
development of health managers which is focused on a predominantly 
formal and didactic approach is having minimal impact on management 
capacity. Instead, managers are more likely to improve their skills and 
competencies by informal means based on an experiential approach 
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which may include mentoring and coaching, networking with colleagues 
and in-house programmes. 

This approach has the benefit of tailoring training to practices and issues 
relevant wilhin an institution, of exploring issues in a non-threatening 
environment, of increased acceptability: and conyanience to-participarits 
and of facilitating and enhancing senior manager's contribution to 
management development. 


12.8 Key findings in research on nurse managers 


Nurse managers who received some form of informal training 
(mentoring/coaching, in-service training and non-certified programmes) 
were significantly more likely to perceive themselves as being more 
competent in planning, organising and legal-ethical competencies than 
their colleagues who received no informal in health care management. 
This is especially pertinent given that it correlates with the findings in the 
survey on health managers. 


The fact that there is a significant difference in competency levels of 
managers between the different sectors with private sector managers 
rating Ihemselves significantly hlgh&r erpall'afithe competencies, except 
for health services delivery where Ihere was no difference, may partly 
explain the differences in performance between the sectors. Plausible 
explanations for this discrepancy may be that the emphasis and scope of 
professional development within the private sector may be better and 
broader within the private sectar (Mediclinic, 2008; Netcare, 2008; Life 
healthcare, 2008), the migration of more experienced managers from the 
public to the private sector (Matsebula and Willie, 2007; Goudge et al 
2002), and the difficulty of managing in a public sector milieu 
characterized by understaffing, poor resource endowment and higher 
nurse-patient ratios (Harrison et al., 2007; Padarath et al., 2003). 


Ninety-five (95) percent of public sector nurse managers reported having 
some kind of formal training in health management. 


An indication of outcomes fram management training is attached as 
Appendix B 


Management qualifications 


The need for management qualifications is also acknowledged by the 
Department of Public Service and Administration, which [san absolutely 
key requirement of @ management qualification for all public secter 
manageral positions from directorship upwards. Deputy Directors are not 
required to have formal management qualifications but need to prove 
substantial managerial experience in the absence of such qualifications, 
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12.7. 


However it deas riot appear that this requirement has been applied te 
publie sector health care mariagemarit appointments. The nead for health 
managers to hawe formal management quallficalions fs furthersupporied 
by organisations such as the World Health Organization that Has identifled 
Ihe ri&ed to develop mànagerial campelency-as entical fo achieving the 
Millennium Development Goals. . 


(такту бп {66 РАМА would have to be delivered by accredited specific 
training institutes with speciallst training cempetentcies. 


Management training providers 


Universities affer a number of aut-service and In-Service programmes of 
varying durations, The providers ef menagement training iriciude-a large 
humber of higher education institutions that historically provided aenaeric 
management tralnirig and are systematically beginning te offer generic 
Management training linked io health sector speclfic management trainirig. 


Il could be argued fal few heelth саге Managers require masters levis] 
m&nagemert qualifications such as MBA depr&es. There Is a-benafit In Втор. 
папашетеп qualifications thet are oustomised lo the needs af the health care 
sector, 


Changing the culture of management for the NHI 


The devolution of authority as envisaged by the NHI will furthermore 
require changes in Management culture towaccs decentralised and 


empowered management and a renewed focus on thi "ош епа of a-multi- 


-akilled and multi-facettard team within districts and institutions. 


There is a.growing concern that despite numerous (reining initiatives 
aimed at changing the attitudes of staff to the patients there [Еа long 
way to go before the results yield changes, 


The inclusion of training-on Sel-mastery, ethics and diversity within customised 
curricula specifically tà address situations peculiar fo working i-a public health 


eystem vill be Included. 


Towards A Human Resource For Health Plan for National Health Insurance 


Most initiatives listed below must be Implemented in ihe short term. 
However same vf the outcome would’ be medium to long tery. The time- 
frame referred lög in the table speaks to the expected date of outcome 
rather than initiation and the timeframe is defined within the context of a 
five-year parlod, 
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PROPOSAL = TIME 
Address decline in production of doctors | Medium- 


| term } 
Re-assessment of public sector nurse training - continue | Short-term 10 | 
opening nursing colleges. ` Medium- 









term 
Reprioritisation in provincial and hospital budgets so that | Short-term (o 
public sector resumes its role in ihe production of Mecium- 
enrolled nurses and enrolled nurse assistants. ELIGE 


Re-assess projected health professional production production | Short-term 
totals in the light of the HIV, AIDS and TB epidemics 

Address career progression of community and mid-level | Short-term 
cadres particularly the need for HIV/AIDS lay 


counsellors. 





Address training of emergency care practitianers with ‘Short-term 
attention to the implications of stopping medular Araining. 
Alloéallen ef more resources (6 public institutions of higher | Medium- 


sürication Includinag-strengtnaning response matitutiens such ү 
‚аз Медипза. 

‘Establishment of additional tertiary institutions and/or satellites isse term to 
in each province and/or at community level such as in Cuba Medium- 


о 



















Strengthen teaching, training and research capability эе en the Medium- 
tertiary institutions awarding scholarships for training of term 
specialists and super-specialists 


Extend internship and community service programme to all Short-term 
health professionals i: 

Address Continuing Professional Development for mid- Medium- 

level workers = | term 

| Extend training and development programme in Cuba to. Short-term to 

other health professionals and support workers Medium- 

tem 

Short-term 









Review the efficacy and efficiency of current 
| management development programmes E | 
Undertake audit of management qualifications of all Short-term 
National and Provincial Health Care managers а 
Integrated generic management training with specific 
material related to health care management 
Introduce specialised courses on the PFMA 
New and creative training approaches that cómblnes. 
formal instruction with informal practices to be on team- 
building interventions to create synergy amongst 
| managers in a particular district/institution 
Base formal instruction on an experiential approach and | Short-term 
| include case studies drawn specifically from the __| 





Short-term 








Short-term 
Short-term | 
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| experience of the participarits IT | | 

| Inefude Mentoring and ooaching, networking with Short to | 
calleaques and in-house programmes In management Medium- 
_tgining programmes: | term 

| Monitor and evaluate parfurmange-at marnaners an Short -term 
courses | jg to Medium- 
Formal training courses to be provided by accredited 
providers — public bodies (universities) or private | to medium | 


| Organisations 
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CHAPTER 15. TRANSITIONAL ARRANGEMENTS 
15.1 INTRODUCTION 


The introduction of a National Health Insurance (NHI} system within the South 
African health system provides a watershed opportunity for the significant 
transformation of the existing institutional and organizational arrangements in the 
public and private health sectors of the country. This opportunity entails the 
transformation of the health system into one that is equitable and offers the 
national population universal coverage to a defined comprehensive package of 
services. However, it also implies that there are numerous challenges that will 
have to be strategically addressed to ensure that in the medium-to-long term a 
sustainable, equitable, effective and efficient NHI system is established that has 
ihe capacity and resources to ensure that the promise of universal coverage is 
realized for all. 


It is therefore imperative that the transitional arrangements are adequately 
developed and put into place to ensure a smocth re-arraangement of the national 
health system [0 create a strong platform for moving towards an integrated health 
system that promotes financial risk protection and offers universal coverage to 

all. The strategy that is developed will have to ensure that the following key 
components or aspects are addressed: 


• The development of adequate capacity (financial, infrastructural and 
human) at all the public sector facilities to ensure that they have the 
sufficient resources to meet the needs of their target populations 

« The phased accreditation process of all facilities (both public and private) 
that wil! provide the comprehensive package of services within the NHI 
system 

• The comprehensive registration of people for mandatory health insurance 
and assigning of facilities (by level} to specific registered populations in the 
given specific geographica! areas 

• To allow for the considered establishment of a NHIA and its sub-national 
level structures (offices, people, new systems and processes) 

• To ensure the development of an integrated health information system 
(based on existing and newly created systems) 


In moving towards a uniform national health system that meets the health needs 
of all individuals and households while at the same time providing them with 
financial risk protection, it is essential that the reforms cut across the paradigms 
of legislation and regulations, health s#¢vices provision and delivery, and funding 
and resource mobilisation arrangemerss. 


15.2. INTERNATIONAL EXPERIENCES IN TRANSITIONING FROM CURRENT 
HEALTH SYSTEM TO NATIONAL HEALTH INSURANCE 


The decision to reform the healthcare financing arrangements of any given national 


health system is a massive and acceptably complex undertaking. The need for a 
proper reflection on the current structure of the health system, including the available 
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financing altematives and the challenges that Бх if) (he system ian Imperteni 
slament af deciding what reforms Lo underlske apnd eww to de thie та зушетано 
manner, However, tha important factor in-xll this ie t0 &esutaslly keep a clear picture 
In Thing of whet (he health system reforms are intended to achieva. In the South 
Aileen context; Ike premien olihe NHI discussions leto achieve univetesi Coverege 
for all through the establishment of mandatory health insuranee system that is 
funded primarily from general taxes and earmarked contributions. 


In-the process of plarinina the (гага ое (пот the current state-to ће planned NHI 
environment, some Key elements ol fries nstiena| health system (escacially the 
pubic health systemi whi have to be adequately addressed. These-include (but 
ane fot limited 10}: 


* The existing. legislative frsmewerk and what hss-to be changedta erealg 
arr enabling arvironmeni for effective NHI Implementation 

* The need 1o create-an appropriate overarching institutional and structural 
framework that establishes the plationn for the NH) edminisirallor 

e Mobilisation of additional financial resourses to ensure effective 
implementation of the NHI and its medium-to-long term sustainability 

• Significant improvement of the quality of care offered at existing health 
facilities 

• Enhanced human resource capacity (i.e. management, support staff and 
healthcare professionals for various fields) 

* Systematic public and stakeholder information and education exercises to 
convey key messages about the NHI regarding, for instance, healthcare 
benefits and accredited providers 

Ф 

Por 10 looking at the policy dimensions, it is important to look at the technical 
slements af the transiticrial arrangements that will be required 1a effectively 
Iransform the South African heallh system inta an NHI armvirenment тегла ојта! 
experience ang literature Indicates That the countries that have moved towards either 
а soctel or national health insurance system of healincare financing had to carafully 
examine & number of interrelated sues inctucing, for instance: 


15.2.1 The labour and financial market structure 


Ifthe country hae more-fontial labour estabrishments (usually In a country with 
fair Of Gadd economic growth, liberal trade, education &nd employment 
Sppontunities), there Is (he possibility of expanding coverage through mandatary 
health Insurahee. The-regular collection of contributions from ‘salaries of 
employees from the formal sector would be easily managed, while contributions 
fom informal sectors, develly of unstable labour mantis, would Ge НЕЦ: 
There ete some Instances where group health Insurance schemes have been 
omanized forcovering bus, truck cr taxi drivers and conductors, fisherman and 


village agricultural cooperatives 


An eppropriate managerial Se-up on how premitim-trom informal sector 
employass can eaelly be collected without much burden, such ag payment in kind 
cr.contributlons on quarterly af yearly basis has 1p be.considered, In atiditian to 
the need for understanding the impattance of mandatory contributions (nations 
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15.2.2 


solidarity), there is a need for adequately resourced and staffed nation-wide 
financial institutions to manage the collection and disbursement of funds. 


Existence of other forms of insurance schemes 


Some couniries have introducéd many forms of insurance as part of financial 

markel arrangements or under the social security framework. Almost al! countries 

have private health insurance as "health riders" 1o life insurance, mutual funds, 

and other insurance packages offered by financial institutions. The existence of a 

sirong private health insurance market, as is the case in South Africa, is also an 

important matter that has to be carefully considered in that the proposed 

restructuring process could lead to significant resistance and unnecessary delays 

in moving towards the implementation. A good strategy that can be used to 

counteract such forces is to involve them in the process of the debates and get | 
their buy-in during the pre-implementation phases. | 


As the experiences of Germany, the Netherlands and Sweden clearly indicate, as 
countries move towsrds universal coverage, the role of private health insurance 
can change. When public funding is low, private insurance can serve as a 
transitional mechanism, while public funding is directed at building capacity and 
providing financial protection for certain segments of the population, such as 
vulnerable and indigent groups. The institutional capacity, information systems, 
and skills involved in regulating private health insurance may later be useful in 
managing a publicly funded Fund/Authority. 


15.2.3 Regular contribution from the pay-roll 


The plan in most countries that have implemented NHI is that mandatory 
(earmarked) health insurance contributions come from regular deductions from 
the pay-roll and are accumulated as a "Health Fund". Although the total 
contribution is calculated as a percentage of the monthly income, the amount is 
normally split between the employee and employer, and sometimes even through 
an additional subsidy by the state, depending upon the national policy and social 
consensus. One actuarial and explicit policy issue that has to be decided upon is 
what proportion of salary should be compulsorily deducted (along with other 
deductions like pension and provident fund, income tax, etc.). 


15.2.4 Availability of health Infrastructure 


The establishment of an NH! Fund/Authority to act as the single purchaser can 
help to ensure that those covered receive appropriate health care. [t goes without 
saying that the Fund/Authority has to work in an environment where health care 
facilities are functioning in an adequate manner so that access to health care by 
the insured people is not denied for any reason. It does not mean that the 
Fund/Authority should establish its own health care facilities. The only important 
matter here is that the health facilities are sufficiently resourced to provide the 
required (contracted) services and that they meet all the minimum specified 
accreditation criteria. For instance, social security schemes in India and Myanmar 
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established their own health care facilities in order to fill the gaps left by public 
health care providers. Similarly, in other countries big state or private enterprises 
like mines, railways, electricity, petro-chemical industries and other heavy 
industry complexes have established their own health care facilities. Those 
population droups who sre not insured (due fo differences In (heir employment 
‘Status, especially people In the informal seators end malniy from ут шта, 
fi&hery arid animal husbandry sectors) are often not able to get appropríate 
health cere dus td their inability to s&y contributions regularly or; in тог 53588, 
because of lack ef socis! health insurance coverage. Therefore, the main aim of 
the Fund/Authority is to add on the health financing resources for universal 
coverage and to create an institutiona! and organisational system that ensures 
that all people have access to needed care. 


15.2.5 The management infrastructure 


The Fund/Authority needs a large social capital in all aspects: appropriate human 
rezburces with skill and knowledge In-soclal science, oomrmerce-and eeonomics, 
disease burden, clinical menagement, public health management, banking snd 
financial management (i.e. health economists; insurance та ћете стапе, 
actuarial scientists, social economists, accountants, demographers, 
epidemiologists medical recorel kgepere ard smmsticians, Infemation specialists, 
public heallh- iagislators). Many countries do nol have much national capacity to 
fuifil the requirement ot na&innal social capital. Regional salidarity may be 
required to Improve and strengthen the oapanity.af social capital. iri-addition to 
the maed for setting up spprapriste collection af funde, {here must bea nationally 
epproved mechanism for maheging this fund. Ilis crilical to ensure the 
Independence of (he "Health Fund" from the seneral management of public 
finance. 


Таги is also the need to ensure tra nsparency in how the fund is being managed, 
particularly to strengthen the people's trust in public management of the fund 
Some counirles are still keeping the social security аовпсу ог agency managing 
spelat heath Insurance as an integral part of government public depariments 
They collect the contribution and put them into the general ravenwe. The 
FundiAutharty has 16 compete with other public agencies for their &nnual budaet, 
thus limiting the scope and work of the agency. In many middle-income countries, 
the FundAuthonty.is usually managed by-an Independent single-agency or 
Multiple agencies, a5 parestatal bodies or private enterprises (with their own 
budget, legal ststus and management), Hawewer, the avidance clearly indicates 
{Ка one or tha key success aspecte of Ihle 1s that the Funcl/Authority should be 
governed by a sound, clearly defined and reasonably tight legislative framework. 


What is clear from the above 5 points is that without a clear strategy of how the 
transition to NHI will be undertaken in any given context, the plans for universal 
eoverage are likely to fall fiat. The key pre-requisites require firstly a-cleer legal 
framework on whieh eH the structures, {unctions and activities of the NHI 
Authority will be besed, Saceindly, sufficient and appropriately trained and 
qualified human capital required te feed into a process towards establishing 
and maintaining efficient and effective managerial or administrative capability to 
organise nation-wide structures, promoting adequate collection, timely and 
proper provider reimbursement, efficient management of revenues and assets, 
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and the creation of strong monitoring and evaluation systems of the regularly 
collected health and financial information. Thirdly, a clear understanding of the 
NHI conceptual framework by all key stakeholders to achieve nation-wide 
consensus on the principles and objectives is important for implementation. 


Taking the preceding matters into consideration, the next section of this 
document provides an analysis of the key spheres that the transitional strategy of 
ihe move towards NHI in South Africa will have to effect to ensure effective 
realisation of the principle of universal coverage. 


15.3 THE TRANSITIONAL STRATEGY FOR SOUTH AFRICA 


There are a number of institutional and organisational aspects of the national 
health system that have to be changed to help towards moving to an NHI 
environment in the South African health system. A majority of these aspects 
relate to what can best be described as elements of the "PRE-NHI 
IMPLEMENTATION PHASE" and ma *POST-NHI IMPLEMEN ПАТ ЈОМ РНАБЕ". 
It is important to note here that most of the elements in the first ph phase (“PRE-NHI 
IMPLEMENTATION PHASE’) are likely to continue into the second phase 
CPOST-NHI IMPLEMENTATION PHASE") to ensure a continuous, streamlined 
process of strengthening of systems, structures and institutions to effectively 
realise universal coverage for the national population 


The transitiona! strategy will be undertaken over a period of 5 years, with the 
majority of the activities being initiated in the first phase and then continuing 
through to the phased five year framework. The strategy will address the 
following key aspects: 


15.3.1 THE NATIONAL HEALTH INSURANCE BILL/ACT 


The NHI Bill will have to be drafted and presented to Parliament in earnest to 
ensure that the relevant legislative and regulatory environment is in place prior to 
the establishment of the structures and institutions required to move towards 
NHI. The Bill will have to clearly stipulate the various committees and support 
structures required for the NHI Authority (NHIA) and should also adequately 
identify in broad terms the scope of services that will be offered as part of the 
comprehensive package of benefits under NHI. A key component of the Bill is 
that it must stipulate that participation in the NHI is mandatory for all and that 
those earning an income above a defined threshold would have to make 
mandatory contributions which will be earmarked for the NHI. 


15.3.2 HEALTH FACILITIES & INFRASTRUCTURE 


The National Office of Standards Compliance will have to be created. This will be 
done through (he amendment of the National Health Act which provides for the 
creation of the Office of Standards Compliance. This will have to be undertaken 
atthe same time that the NHI Act is being drafted to ensure that the process of 
facilities accreditation can be undertaken through this office with inputs and 
collaboration from the relevant private sector organisations. 
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A key element of this aspect of the transitional strategy is the pace at which both 
public. and private health establishments at all levels (Community/Primary Health 
Gere, Disinel, Reglinal and Dualerary Hospitals) ere accredited tti meet the 
“Standards and norme as specified by the NHIA. Racalee the plan ts to ensure 
that eil facilities sre accredited Inihe shortest possible lime, the recommendation 
hera is-that 25 percerit of all existing facilities (at all levels of tare] In the éguntrny: 
fre Scoredited annually, Th: means that the-entire-national-slock of neslth 
establishments linked to the NHIA will.havé to be accredited in 4 years. This 
Process will aleo be -scoompanied by: strong programme developed to enaure 
thal ail those facilities that are lacking in some way are adequately refurbished 
and enhanced to meet the minimum standards for accreditation and participation 
in the NHI. 


15.3.3 REVENUE MOBILISATION, POOLING & PROVIDER PAYMENT 
MECHANISMS 


The exizling revenue mobilisation systems for ibe health system, partioularty in 
ihe public System, will be-adjusted. Funding forthe NHI will come trom both the 
ganéral tax raverie:and mandatory contribullons. Mechanisms must be 
developed to Introduce a component af parformance-refated budasting to ensure 
improved value for money fram public facies contracted to ihe NHI. The 
existing concurrent furictions between the National, Provincial and Local spheres 
of government with respect to funding al heslth programmes, auttemes and 
accountability will be addressed in manner that ensures that the best health 
outcomes are achieved for the country. This means that the NHIA must be 
provided with a strong legislative mandate that will enable it to ensure that all 
Rational heallh priorities-end programmes are properly funded by lower spheres 
of government, Additionally, the existing fee-for-service provider reimbursement 
System that is prevalent in the private health sectar will be changed lo a risk 
adjusted cspitation-baseéd model, A key element that will be uséd to achieve this 
is that fe NHIA will be based on a single-purchüser modal so that It can reap the 
full benefits (le. economias of scale) of purchasing resources-and-sarvices, The 
key short-term objective should be to achieve a single funding pool that will allow 
for income snd risk cross-subsidies and fo contral the health care cost spiral anc 
spilcitiy and actively promote Improved.public sector health services and: 
gradually reduce public-private provision cifferantials Overtime, 


15.3.4 HUMAN RESOURCES FOR HEALTH 


Within the “PRE-NHI IMPLEMENTATION PHASE” there will have to be a 
significant allocation of financial resources towards the recruitment and retention 
of Human Resources for Health (HRH) and support staff (i.e. clerks, 
administrators, cheaners, fa) in public facilitiesin order io develop the capacity of 
the public facilities in: delivering the covered services, A further matter that has to 
be addressed In (he iransitional phase is the need for training managers within 
the heel system to ensure {Hat they have strong managerial, planning, 
budgeting and decision making skills to assist in effective service delivery. 
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15.3.5 


ESTABLISHMENT OF THE STRUCTURES & INSTITUTIONS OF THE 
NATIONAL, PROVINCIAL & DISTRICT HEALTH INSURANCE AUTHORITY 


A shadow process must be adopted to ensure that appropriately qualified 
professionals are employed to staff the NHIA once the NHI Bill/Act is 
promulgated by Parlament. The strateay for this will be that 2 core team 
consisting nf internallermal айе locel experis will be created to drive this process 
forward: The use of international expertise will be drawn upon to give inputs on 
transitional arrangements for systems development and mobilisation of resources 
that other countries have underlaken in moving towards NHI and also to add 
credibility to the whole process of creating the institutions and structures to 
support the envisaged system. 


15.3.6 REGISTRATION OF THE POPULATION 


15.3.7 


15.3.8 


A multi-pronged strategy will have to be devised with regards to registering 
people for the NHI. All individuals carrying a South African identity document will 
be required to register as a member of the NHI. All those who are South African 
citizens and permanent residents but have not yet been issued with an identity 
document will be registered as beneficiaries under their parents or nominated 
guardians. Those who are formally employed will be registered through the 
submission of their tax returns with the support of the South African Revenue 
Service (SARS). For all those who are recipients of the social support grants 
provided by the South African Social Security Agency (SASSA) they will be 
registered at the point of collection of their grant (if already receiving the grant) 
and new recipients will be captured at the same time that their grant application is 
authorised. Additionally, regional offices of the NHIA will be created across the 
country to allow people the opportunity for “walk-in” registrations among other 
things. 


ESTABLISHMENT & STRENGTHENING OF PROVINCIAL HEALTH 
DEPARTMENTS & DISTRICT HEALTH COUNCILS 


The PHAs and DHAs will be strengthened both financially and in terms of human 
resources so that they have the adequate capacity to property budget, plan and 
deliver services for their registered catchment population. Strong links will be 
developed here with the mobilisation of HRH and support staff so that these 
respective authorities are not lacking in their capacity to deliver good quality and 
acceptable care to those that they are intended serve. 


CONTRACTING & PROCUREMENT PROCESSES 


The existing procurement processes will have to be reviewed fo ensure that they 
are congruent with the intentions of the single-purchaser model for the NHIA. 
Contracting arrangements for the supply of defined health services and 
complementary resources (i.e. pharmaceuticals, medical devices, consumables, 
etc) will be explored to ensure that the ultimate model that is adopted reaps the 
economies of scale associated with a single-purchaser NHIA. 


Additionally, public private partnership (PPP) arrangements will have to be 
provided for within the realm of contracting and procurement processes. The 
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15.3.9 


PPP arrangements will have to be based on the National Treasury PPP 
framework which Is based! onthe principles of vatus for money: “aHordshility and 
appropriste risk transter. The contractual errangemerts entered inte will not just 
петог опса! services, but will aso include manageratexpertsa, (raining of 
different heallh estires, and eller ndnalinical senices- 

In the instana&s where s private provider gpproaches the M: tionat Department of 
Health snd the NAIA With & proposal te estabiish a facility in a previausiy 
unserved.srea altemallves will be corsidered. The private provider will still have 
to mest he requirements of the yal lo be promulgated Section 36 of the National 
Health-Act. Additionally, ennsidezation will be given to entering into concessional 
agreements with the provider so that the operation of the facility is shared 
between public and private providers. A key matter here is to ensure that once 
the facility is fully functional, it is appropriately accredited and enters into 
contractual agreements with the NHIA to provide services to a target population 
at agreed reimbursement rates. 


Ths NALA will have to. develop contractial arrsingemenie with suppliers of 
pharmaceutical products and other related consumables: This Will be done 
accordina Io the National Framework Agreement and will be driven primarily fram 


= а пенала level 1 meke use ofthe purchasing power ot The single fund. 


COSTING OF THE COMPREHENSIVE PACKAGE OF HEALTH SERVICE 
BENEFITS 


Prior to the promulgation of the NHI Bill, a complete costing of the 
comprehensive package of health benefits that individuals will be entitled to 
under the NHI will be undertaken. This costing will be used to determine the 
amount of resources required to adequately fund the provision and delivery of the 
covered services within the NHI at all levels of care. 


The critical issues which need to be considered under the transitional 
Brrengements for (he comprehensive package a! services: Include: (i) continuous, 
sfective eccess to essential primary and-secondary heallh care services, as (he 
system is pestructured; (il) the stralegles that will be adopted in targeting 
popuistions with special needs, espedaily women, children andthe indigent who 
are the primary usera-of PHC services (and linking his to the targets set for the 
Millennium Development Goals (MDGs). The revitalization of servicas for 
management diarrheal diseases, antenatal and postnatal care will be a critical 
priority, (li) the need Tor detailed needs assessment and gec-manping Ip-sssess- 
health facility feasibility interns of population movement and functipnal exleting 
facilities; (Iv) caordination and strengthening of emergency medical зелйсва. tb 
enhance the responsiveness of the health system to patients’ needs; (v) health 
sector capacity, to mobilize health managers and health staff from local and 
intemational sources to enhance the capacity of the public system; and (vi) how 
health promotion and disease prevention strategies will be incorporated as part of 
Ihe package of services. The planned costing forthe health services packages 
must cieariy make previsione for a surge in Utilisation rates of specific services 
which- may require soetisized care, 
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15.3.10NATIONAL HEALTH INFORMATION SYSTEM FOR THE NATIONAL HEALTH 
INSURANCE 


A key element to quality planning and decision making is the existence of good 
quality, reliable and easily accessible data and information. Àn innovative 
programme thalis akmed врогев ита а syneérgised hesllh Information systern will 
be develaped. This-system will be developed in manner that allows fora 
streamlined collation of information related to patient profiles at clinics and 
hospitals, the financial records of all NHIA contracted facilities and key monitoring 
and evalugtian Indicator Addilionally, an effective Disease Surveliance System 
must be pul In place in lhe arly phases of moving tawernds NHI sc that proper 
poputalian enidemiological pref iles can be-used Io feed (nto policies and 
programmes designed to address the naBon's dissasd burden serbas ail regions 
The systems for data collection should $c sinychueed In manner that 
systematically and cohesively collecte information (in collaboration with existing 
institutions like Statistics South Africa) on a whole range of issues including: 


« Good primary data collection and secondary data analysis; 

« Greater care to eliminate bias, misinterpretation and 1o do 
systematic literature reviews on medical interventions, drugs, 
medical technology and health preparations; 

* Households views on health insurance, quality of care, and 
necessary services 

e Evaluating how providers respond to mixes of payment 
mechanisms and the impact of these on the sustainability, 
affordability and efficiency of the NHI system. 


More attention will be paid to messuring and manitering specific hisallFi autcemas 
thravoh 2 strengtheried health information system platrarm. Effort will aloo Ge 
directed at collecting health data backed by formal systems in place for 
monitoring standards of the collected data. 


15.3,41NATIONAL, PROVINCIAL & DISTRICT STAKEHOLDER & PUBLIC 
ENGAGEMENT 


A key principle upon which the proposed NH! system is based is the idea of 
social solidarity - the willingness of the better-off and healthy sections of society 
to support the well-being and health of the worse-off and sick members of 
society. Therefore, beginning to sensitise South Africans to the necessity for an 
NHI with clear, simple articulated reasons based on the inequities and cost 
containment problems that plague the health system at present will help to 
generale pubiic suppart für-a tiesfttr system: based on the principle: of social 
solidarity and universal coverage. & systematic strategy will he adapted to- 
sensitize the general public on what NHi is and what benefits It provides #0 
society as a whole. This will help drum up support for smoother implementation 
process and one that has buy-in from a wide range of stakeholders 


The table below summarises the key aspects of the transitional phase, the 
timeframes attached to each aspect and the approach that will be used to bring 
to fruition the plans for the NHI and who will be responsible 
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Summary of the key Issues, \imeframes and approaches for the transitional 
plan to NHI 











ш | 


Key transitional issue Time frame | Аррговећ 
(years) 


* Review existing legistation a 
ensure it is aligned with the NHI 
policy proposal and draft the Bill | 

* Consultation on the Bill in 
Parliament through public 
hearings 

* Bill debated in Parliament 

* When passed it goes ta the 

President for signing and 
| | | promulgation 


5 | | * Audi currànt Infrastructure, 
HEALTH FACILITIES & 0-4 * bullditig and equipment 
INFRASTRUCTURE | • Determine cost of refurbishment 

• Develop a plan for 

refurbishment 

* Continuation of expansion of 

current clinic building 
programme to cover all areas 
currently without adequate РНС 
facilities. Irmestrent pHorilies 
lo he determinad 


| THE NATIONAL HEALTH 





INSURANCE BILAGT 






























• Revenue Collection 

* Sources of Funding 

* Mandatory contribution 

• Govemment Contribution and 
Tax Revenue 

© Out of Pocket contribution 

* Revenue Cofecting 
Mechanisms 

• Pooling Functions | 

• Single-Risk Pooling 

¢ Allocation of National Health | 
Insurance 


REVENUE MOBILISATION, 
POOLING & PROVIDER PAYMENT 
МЕСНАМІЕ М5 











HUMAN RESOURCES FOR 
| HEALTH 
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REGISTRATION OF THE 
POPULATION 





ESTABLISHMENT OF THE 
STRUCTURES & INSTITUTIONS 
OF THE NATIONAL, PROVINCIAL & 
DISTRICT HEALTH INSURANCE 
AUTHORITY 


РЕ 8 
STRENGTHENING OF 
PROVINCIAL HEALTH 
DEPARTMENTS & DISTRICT 


HEALTH COUNCILS 


CONTRACTING & PROCUREMENT 
| PROCESSES 











COSTING OF THE 
COMPREHENSIVE PACKAGE OF 
HEALTH SERVICE BENEFITS 








|! NATIONAL, PROVINCIAL À 
DISTRICT STAKEHOLDER & 
PUBLIC ENGAGEMENT 






NATIONAL HEALTH INFORMATION 


FOR THE NATIONAL HEALTH 
INSURANCE 



















ONGOING 






1-5 + 
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15.4 PRINCIPLES CONSIDERED FOR THE IMPLIMENTATION OF TRANSITIONAL 
ARRANGEMENTS 


CONFIDENTIAL AND NOT FOR DISTRIBUTION 


The key principles for the transitional strategy in each of the 9 components of the 
heaith sector listed above will be: 


* Equity: Expansion of service provision to underserved areas, the poor and 
vulnerable population sub-groups. This will ensure that those with need benefit 
the mast. — 

• Effectiveness: Increasing the access to and quality of key services such as 
surgical basic care, laboratory and other diagnostic services and in-patient care 
relevant to conditions that contribute most to the burden of disease (e.g. 
HIV/AIDS & TB). This will help the country reverse its dismal performance with 
regards to the health-related MDG targets. 

* Appropriateness: Adoption of new service delivery models to respond to new 
health needs and new ways of doing things. This will include developing 
appropriately detailed accreditation norms and standards so that the covered 
population has access to acceptable, good quality health care services 

• Efficiency: Greater overall efficiency with savings used to finance some of these 
measures, Tha key here will be tà enun that minimal resources are spent en 
ihe administrative structures of ihe WAL and (hat value-for-money is achieved In 
ihe Irenstation of resources info actial services for the people. 


The most urgent need is to ensure that the public sector is Well-capacitated to deliver 
the envisaged services at all levels. This will make it easier for the WAT Authority to 
iranslate into access the clearly defined com prehensive health Care packsos snd 
public health programs (services and activities} that reduce vulnerabilities, promote 
financial risk protection and save lives. Primary. Health Care ([PHC] services should 
be easily accessible where people live while the existing referral system to 
secondary, Tertiary and quatermary ere cervices should be strengthened 1o ensure 
effective continuity ef care. 


15.5 CONCLUSION ON TRANSITIONAL ARRANGEMENTS 


It is apparent that if a number of factors are appropriately and adequately 
addressed then universal: coverage through NHI will be achieved ine relatively 
-shart time Ini South Africa. The general [evel of governimén| alócalions to health 
WII pay sr critical role in tha ability af the State to revamp snd enhance the quality 
“Of services provided in. the publle health sector, Slanificant financial fesclnoes will 
һе required ta mobillza human reseürces for health (i.e. to capacitate the public 
Sector facilities to accepted norms}, to train managers and administrators, to 
undertake Ihe facilities accreditation processes, апа 10 build addillonal sane 
revitalise existing health establishments. 


Another relevant factor in the transitional arrangements is the speed with which 
those in the formal and informal sectors of economy can be registered to start 
enjoying the services in the comprehensive package. The existence of a 
relatively large Informal economy in the aaricultural, manufacturing end service 
sectors of the country dictates that an effective, multi-pronged registration 
strategy must be developed to ensure that all people that must be registered are 
registered. Sufficient capacity must be provided for to deal with administrative 
difficulties and complaxitice eetocisied With assessing incomes and collecting 
COninbutions becsuse so many people do not recelve a formal salary. This may 
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impede provision of health protection for the informal segment of the population, 
especially when the NHI would be funded from both earmarked contributions and 
general tax. Related to this matter is the size of the administrative costs which 
may be influenced further by the distribution of the national population. The 
population in urban areas, where there is likely to be at least a minimum quality 
and quantity of infrastructure, services and communications, and high population 
density, is likely to be easier to serve with the NHI system ihan a widely 
dispersed rural population. QA 


A further factor is the country's ability to administer. The establishment of an NHI 
Authority requires a sufficiently skilled labour force with technical capacities and 
expertise in various professional fields. Secondary and tertiary education should 
ideally respond to such training needs. Related markets, such as in financial 
Services, other insurance businesses and even well-established international 
organisations must be drawn upon to provide appropriately trained personnel. 
Their staff can also be called upon to be involved in the training and general 
capacity building of NHI Authority's staff. 


While it may seem nebulous to some, the level of solidarity within a society and 
the ability of the implementers to draw on this can go a tong way in influencing 
the pattern of implementation and the ensuing successes of the process. A 
society with a higher level of solidarity is interpreted here as being one where 
individuals are more willing to support other individuals. A system of full financial 
protection requires a significant amount of cross-subsidization, both from rich to 
poor and from low risks to high risks. Obviously the appropriate level of solidarity 
to enable such cross-subsidization is context driven. Therefore, at times 
policymakers can impose solidarity through legislative mandates, but it must be 
kept in mind that a sufficient degree of innate solidarity in society is needed in 
order to implement and sustain the cross-subsidization inherent within NHI. 


Finally, it will still take government's stewardship to launch and guide a process 
that leads to compulsory health insurance for all. The stewardship of the health 
system is the responsibility of the State. The State is responsible for the welfare 
of the population, and concerned about the trust and legitimacy with which its 
activities are viewed by the citizenry. One important element of governmental 
stewardship is therefore to allow the various stakeholders and the population at 
large to have a voice in policymaking. Open and transparent political debate and 
availability of information help the population to gain trust in government and 
other agencies involved in NHI implementation. It is therefore warranted that the 
stakeholders to NHI, the providers and the population (for example through 
community and professional associations) are engaged with in the process of 
decision making so that consensus is reached. Key to this process is for a policy 
champion’ to push for the implementation of the NHI and garner public support to 
ensure buy-in from the national population. 
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ANNEXURE A: KEY COMPETENCIES FOR HEALTH MANAGERS 


Data for this study:come from a cross-sectional survey of hospital managers In 
the public and private sectors in South Africa, using 8 solf-adminisierad 
questionnaire, The survey was conducted amona all managers of public hoepltals 
in six of the provinces in South Afriea (3 provinces did not respond to the call te 
participate] and all managers of private hospitals registered wilh the Hospital 
Association of South Africa, who represent 94% of private hospitals ini ће 
country, The sample comprisad 215 public sector managers and 180 private 
Sector managers, 

The respondent had to rate a list of 39 management competency items in a self- 
assessinenl survey, The competencies were derived from the literature and 
‘Several other stakeholders wlth ar| interest In hospital management. 


Key competencies for health managers (adapted from Pillay) 






formance of health care organizations 
| Evaluation of health service technology 





7? The skills gap in hospital wzasecsuces- a comparitive analysis of hospital managers in the public and 
private sectors m Sauf Абас = Orginal Research Article, Dy Rubin Pilluy, L'WC 
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Epidemiologic anal 
Maniaged health care principles 
Evidence based medicine 
Bioethics 





ORGANISING T 

| Computing sili —- . = 
 Mesepement of information systems — 

Mirleating. at hesith care organization 

Human resource management — — 
| Leaming from expurienog ERI 
Managing diver) 

Heaith economics 













PLANNING 
Understanding the district health system 
Strategic thinking 

lgrfubraneeds — — — à OZ Z OZ—ű o çć 

! Aniglysis bf intera arit experna! environment of organization 


ie-nf tie wider heallh system 
Analysis of government programs 


etin] and resource allocation " 
Health economics 
€ RR = 


PEOPLE RELATED SKILLS 











| Managing people andteams __ 


Communication skills 
Managing corztict _ | 
Mananement of change | 


| Labour relations = = 
ETHICAL LEGAL — ==] 


прси ву түй ethical conduct 
Analysis of legal issues " 








Key competencies for nurse managers (adapted from Pillay”) 


Data for this-stucy come from = cross-sectional survey of Senior nursing 
managers in the public and private sectors in South Africa, using a self- 
administered questionnaire. 215 senior nursing managers in public hospitals in 
six of the nine provinces in South Africa (3 provinces did not respond to the call 
to participate), and 205 senior nursing managers in private hospitals registered 
with the Hospital Association of South Africa, who represent 94% of private 
hospitals in the country, were surveyed. 


2020 The skills gap in hospital management: a comparative analysis of nurse managers in the public and 
private sectors in South Africa - A Research paper, Dr Rubin Pillay, UWE 
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Module 9: Strategic Marketing and Customer Relations 









Exit level outcome 
Explain the impact of marketina research on service d deilvery 


| 1 
2 Use information to сет ап appropriate marketing mix for an 
Organisation 
3 “Conduct an environmental analysis to determine specific market 


variables 


4 | Developan effective marke ting plan foran organisation 
5 Differentiate between marketing of s and thet of services 
Demonstrate a customer focus in service deliver а 
Render market-driven, customer-focused services to а specific target | 


mE ee ttt В 


Learning outcomes 

























level 
outcome 








Understand marketing in the context of customer needs, wants and 
Sn 







452). | rinclp alnin о the marketin concept —— 
| Differentiate between marketin g of goods ard that of services — 
2 Develop an effective ӨЛКӨ Бай ТОГЕ Se for the organisation 
4 


mantation slrateav for the: 


Determine an effective communication strategy for the marketing 


intervention | 
Explain the role of customer satisfaction in relation to service delivery = 








6 | 
1 | __ Џев ће concept of jrovider japs 
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Module10: Financial Management 











Exit level outcome _ 


Understand the basic financial concepts, procedures, caloufations and 
activities of an enterprise a. | 
Demonstrate analytical skills through finding, organizing, assessing end. 
“analyzing financial data appropriate to a given situation 

Use ratio analysis to understand the performance of an organization 


Demonstrate Information technology skills as thay apply to today's 

business environment Io solve: business problems. 

| 5 | Communicate effectively using written malhamalical skills by drawing up 
a budget and use it to control 


costs 
Exit | Unit outcomes 


level 
outco 
|, me и ИИ И. 





























| 
Lo 
| | = 
Draw up @ profit and loss account | і 


ds Draw ирга balance sheet 
4,5 i 
1,4 










| Recognise ihe key accounting conventions : 
Demonstrate recognition af the scures, flow and distribution of money | 


Determine gearing and growth (Investment) tallos and use tham to 
interpret the effects of & onanisation’s capitat structure ar ite current 
profits, future profits and capital raising potential 

Evaluate organisations’ use of assets using relevari ratios 
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Calculate employee ratios 





'Caleulata profitabilily ratios-and comment on organizatlonal performance | | 
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Self-development. 













| CONTROLLING 


| CONTROLLING 
Nursing standard and guideline setting 


Medical informatics 










Assessing the impact of health services delivery on 


Structuring of health services organization health of population 









Agsessing the quality of care 






Financial performance evaluation 





: | Assessing patienl salisfaction 
ing and resource allocation шы 


Measuring performance of health care 
organizations 


Evaluating healih service delivery programmes 











Evaluating financial performance 





Evaluation of health service technolo 
Quality control and imprevement in headth 
service organizalion 





Measuring of organisational performance 













Providing feedback to patients and ша! 







HEALTH DELIVERY 
| Dinicalcompttence and exeerisu 


Ability to conduct clinical audi 


| HEALTH DELIVERY  — 

| Use Si cals fo standardise patient mananemanl | 
products or interventions “ 

_ Planning and implementation of hwalilijijm=ralian — 





Health promotion skills 


Epidemiologic analysis 
; Managed health care principles 





programmes 







Use of epidemiological data 





Delivery of primary preventive вери бе 








Integration of nursing services with district health 






Evidence based medicine Бот 









Bioethios Delivery of curative services 


implementing doctors’ orders 






| ORGANISING 
| Budgeting 
Controlling and allocating fimassial Fesuuree= 
Using management information system 








ORGANISING 
| Computing skills 
Management of information systems 





Marling of health care organisation 
Using health service technology 


Learning from experience 
Managing delivery 
Health economics 


Managing of nursing quality 
| Managing of environmental safety and senitalia 
Setting organisational culture 


Lon _ =; zi 
Communicating organisational goals 


Implementing health quality improvement systems 


















PLANNING SNS 


Lirderstanding the district health system | Е 
» .. | Creating a vision for the hospital 


lanning programmes 









Strategic thinking 
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Planning further needs and developmenis _ 





| Planning for future needs 
Analysis of internal and external 
environment of organization 

ig of the wider health system 

is of government programs 


Budgeting and resource allocation 
Health economics 


Developing organisational goals i 







Preparing of a strategic plan 















PEOPŁE RELATED SKILLS | PEOPLE RELATED SKILLS 


Molivating staff 


| Managing people and teams HR planning 


i - 
Communication skills Managing personnel 





! Managing conflict Pianning nursing training 


Management of change Labour relations 
„Management ен 
Labour relations _ Managing teams 





Motivating employees 






Human resource management 





Managing conflicts 


| Managing workforce diversity | 
и `___-_——Є—ЄЄ=_— ө D 


! ETHICAL LEGAL ETHICA: Г LEGAL 


1 
= | Identification and analysis of an ethical issue in à 
health care setting 
| Identification and analysis o an liability issue in a | 


health care setting | 







_ Labour-related legislation 






Health-related legislation _ 


== 
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ANNEXURE B: EXAMPLE OF MANAGEMENT DEVELOPMENT 
CURRICULUM 


1. 


PURPOSE OF THE COURSE 


The programme has been designed to develop ihe participant's strategic 
management capabilities by broadening thelr view of thelr role in the health 
sector and developing key managerial competencies required to successfully 
manage In-such an environment, 


LEARNING OUTCOMES 


After engaging in thie Tearning-challenige and assessment opportunities 
inherent in this course the participant will be able to meet the followlng 
outcomes: 


Critical cross field outcomes 


o Identify and solve problems through critical thinking; 
о Work effectively as members of a team; 

Colleci, analyze, organize and evaluate information: 
o Use science and technology responsibly; and 
o Communicate effectively using electronic means. 


Exit level outcomes 


Apply fundamental management principles in a Würk-based context; 
Apply quantitative methodologies in making work-based decisions; 
Utilise technology to communicate effectively; 

Conduct basic research; 

o Solve marketing problems; 

o Interpret financial statements; 

o Manage information in a business context; and 

o Demonstrate knowledge of basic economic principles. 


үл ш б @) 





MODULES 

Module 1: Managing Yourself 
No Exit level outcome E Ш 
1 Demonstrate self-management skills such as decision making and 








pallseting | 
2 |  Exert control over their lives through the application oftime and 
girass management strategies 
Plan and set short-and {on 





erm personal development goals | 
Prioritise changing and often conflicting demands 

Reflect on the effectiveness of their planning and modify their plans 
as fequired 
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6 | Demonstrate enhanced self awareness = 1 
т Demonstrate varieties of strategies for personal development 
planning | 









t og Demonstrate positive behaviours —— d 
Ru. (| WES Mo ME — Ko CCT 
level Learning outcomes 
outcome Se aa 
| 6 Identify the component elements of the concept of personality as | 
described in the dominant models _ 


Evaluate the benefits and problems of personality testing as an aid to 


р | management decision-making __ 
identify the attitudes thal have a negative influence at work and | 
es | 
| 


determine the best strategies and tools to adopt when attempting to 
change attitudes 





= Explain the significance of perception in determining behaviour | 
6 Identify the problem that differing perceptions can create within an 
organisation y 
y | Examine the values which affect your behaviour 
[= 4 Analyse how you spend your time and identify what strategies to use | 
3./ | to deal with “time robbers” 










T 


Be ooa All 
Understand what causes stress and identify the strategies for coping | 
with stress ~ 

Identify the interpersonal skills required to allow relationships to 


OBAL AES UU == 
Model positive assertive behaviour and skills: 


x Sm) 








135 ARM ~ E 
E Apply proper planning principles in your personal goal setting 


Module 2: Human Resource Management and Development 
umm Exit level outcome " | 
1 | Demonstrate an understanding of employment relations In an | 
| organisation 
Apply a number of motivational theories in practice _ 
Solve problems by applying human resource managemert 
procedures and techniques applicable to the immediate working 
environment ~ x 
Understand critical labour legislation as it applies to tha immediate 


warking environment - | 
Understand ihe principles of negotiation | 


со | № 







Demonstrate an understanding of what a legal contract and 
|. | agreement is 
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Learning outcomes 


Differentiate between the personnel management and human 

resource management : - m En 
Apply the HRM principles that form an integral part of your role as | 
| manager = | 
| Identify a number of motivational theories and use them to po | 


_ = strategies for improving motivation within your organisation 


3 | __ Identify the types of behaviour found in groups 
3 Define the various roles required to ensure that a team functions 
__| effectively ——— qe | 


| Manage group conflict | Я 
Understand the overall objectives of the Labour Relations Aci 66 of 
1835 


Give ar overview of the objectives of the Basia Condilions of | 
Employment Act 75:o0f 1897 | 

Understand the principles of negotiation involved | 

Give an overview of the aim of tha Employment Equity Act 55 of 2 














&g ба 





1998 

Demonstrate an understanding of what s legal conlract and 

__ Agreement is | | 
о = SS B - 











— 3 |. Applythe skills required in a disciplinary and grievance situation 
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Module 3: Resource Mobilisation and Donor Relations 








Identify and solve problems related to lack of resources by using 
. . . |. critical and creative thinking - 
Undertake the different processes of the resource development 
— Jd "CHIEN 


d ии _— ... Apply entrepreneurial thi inking to fundraising strategies 


^ [|  Exitlevel outcome n | 


Communicate effectively by writing a successful case statement 
and proposal | 
Demonsirating an understanding of the world as a set of related | 
systems by recognising the challenges and common mistakes in 
| | raising funds | 
6 | Working effectively with others as a member of a team, group, | 


organisation and community == 
[ Exit] T 
level 
outcome 






Learning outcomes | 





Understand the difference between fundraising vs. fund | 
development within the challenges of the South African context 


Know the different types of fundraising practices 


Appraise possible sources for your own organisation. 

Write an feasible funding proposal, that takes into account the 

common pitfalls and demonstrates elements of what makes a 
roposal get funded | 
Conduct an comprehensive internal and external assessment of 

_your organization 

Articulate and evaluate your cause and program(s) to ensure 

sustained financing to meet your development objectives 


__4 | Develop an effective case statement B. 
Identify potential partners that can help p advance your 
organisation's cause 












Demonstrate an understanding of the key components of 
= | maintaining relations with donors 
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Module 4: Understanding the South African Healthcare Environment 
| | _ Exit level outcome | 
Demonstrata an understanding Gf health Systams as a set af | 
felated systems while recognising the political, social and economic | 

. BGntexts Irvalvedg - ја 
2 identify, analyse, organise and eritically evaluate the main policy | 

| debates on funding and provision of care | 

3 


Under&tand the trends ar driving forbes thal Shape healllipolicy — 








о 





1 




















reform 
= 4 ; Demonstrate ültitudes apprapriate to promote values cf solidarity | 


and commitment wilh the patient community. —  - — 
| 5 Show respect for the diverse opinions, values. ballet systems, anc 





— —-—SBNnbumomBoIolhas — '  — à 55 5 7" — 
6 Communicate his/her understandirig.of the framework of tha South | 
| 


African heallh system in all the Written assignments in this course LI 


rt Sh 











Exit 
level 
outcome 





Learning outcomes | 










Demonstrate an Understanding af hoalih systems as asetor ^^ 

related systems while recognising the political, social and economic 

contexts involved к 

identify, analyse, organise and описа у evaluate the main policy 

debates on funding and provision of care - | 

Understand the trends that shape decision maki 

Demonstrate a general understanding of the South 
system's structure and fundin 

~ Analyse the contribullon c of the enid&mlological and demographic 

| factors t the health challenges in South Africa, 

4 




















African health” 















Demonstrates allitudes appropriate to promote values of solidarity 
— and commitment with the community 
Show respect for (ha diverse opinions, values, belief systems, and 


contributions of others, : | | | 

Understand the key Statutes of parliament relating fo health and 

health care practitioners on tha delivery of health care | 
Recognise the opportunities and threats that are posed by 





globalization of health care | | 
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Module 5: 
2 
3 | 


| communication modes to manage plans for a project 
5 Work effectively with others as a member of a team, group, 
organization or community far the planning of the project 
| Appreciate that it is people who make a project a success, not just 
к= 


Exit 
level 
outcome 














Develop a project plan based on {he phases of the project eycl 


| organization or community for the planning of the project: 
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Project Management 





Interests of stakeholders so that appropriate techniaues are 


selected for approaching and obtaining their positive response 


Demonstrate an understanding of the wrld a¢ a set of inlerrelated 
systems by recognizing that factors influencing the project activilies: 
othe healthcare manager dp not exist in isolation and that wider 


| i | olitical and community issues can affect operations | 
4 | 


Communicate effectively using visual, written and oral 


__ he use of projact management tools 3i 
Value the need for flexibility, creativity, and not adherence fo rigid 


prescniplionis: 


Unit outcomes 


Collect, organize, analyze and crillcaily evaluate the roles and 
interests of stakeholders so that appropriate techniques are 
selected for approaching and obtaining their positive response 
Demonstrate an understanding af the world as a set of interralated 
systems by recognizing that factors influencing the project activities 
of the healthcare manager do not exist in isolation and that wider 


political ahd community issues can affect operations = 





Communicate effectively using visual, written and oral 


communication modes to manage plans for a project 
Work effectively with others az a member ol a leam, group, 





Appreciate that it is people who make a projecta success, nol Just 


ihe use of project management tools: 





| ‚ | Value the need for flexibility, creativity, and hal adherence to rigid 
Zu Písscnpione A) o 
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|]  Exitlevel outcome Е 
Е Develop a project plan based on the phases of the project cycle — 
| гес! organize, ahalee-and сл саћу evaluate the roles and | 
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Module 6: Managing Strategy and Change 


| |  Exitievelouttome = 

= al l| identify the nature and process of. strategic mar ic management 

= | Identify and solve problems by.usiria techniques associated wit: | 
— 1. Siratégie managerient | 
Work effectively with others as a member of a leem, group, | 
organisation, community —— —— 
Communicate effectively to manage resistarice fp change 


Demonstrate an understanding of the world ss a sat of related 
ЕЁ E systems by recognising that resistance to change does not exist in 





_ isolation — 


Exit A A——— 
co level енна es outcomes 


E Describe the conc the concept strategic mar strategic management 


ЧОЁ 





-Identify the three phases that constitute | the strategic management | 
== == аала 
Conduct an environmental analysis of your organisation using: m | 

variety of f tools | 








__ Ехр!аїп ће |тропап importance of matching re: matching resources to stra rategy 

Describe different types of strategies | 
Discuss the drivers and barriers to strategy impiementation | 
| Discuss reward Systems as a driver of strategy implementation | 


без _ 


— Explain the difference of the threa types of change provided inthe | 
eneric model of change 
Explain why resistance to change is a natural and innate response | 


L 28 ___ to new situations | = 
| т Provide guidelines on how to manage the resistance to change 

И Explain how a manager will attempt to effect change їп an F 
| individual 
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Module 7: Leadership 


= 


== 
га 





4 








d 
ЈУ 


i organisation, staff and yourself 


and their use of power = | 
Identify leadership theories as evidenced by the behaviour of others | 


а а ba b a 


Exit tevel outcome > ——— — | 


Identify and assess different perspectives on, and approaches towards, 
leadership issues to'inform decision-makiria 

Differentiate between Manager and Leader behaviours | 
== Шш power motives and bases | 
| Explain the meaning of Leadership Style as it relates to Situational | [ 
Leadership theory 

Develop a Leadership Approach that maiches ihe needs of the 
organisation, staff and self | 
Tee arcane and adapt relevant le: leadership and management knowledge and | 


skills to practically engage with problems in the workplace Е | 


Underiake the Six E Essential Tasks of Leadership 


Communicate effectively using writlen and spoken word and listening skills in 


order to develop relatiariships, manage conflicts and work across differences | ! 


| Exit о — —  — | -; "EN 
level | Learning outcomes | | 
outcome Е ||| 2 


| | _ Discuss the challenge for leadership in for leadership in South Africa — == 


Differentiate between behaviours of managers and leaders 
Explain the various roles of leaders and managers in an organisation | 


E the relevance of situational Leadership to your curre your current position 1 
о | Develop your own leadership approach that matches the needs of your 


o dh 





Explain how and when interpersonal skills wili be applied by managers | 
and leaders, in both the work and personal situations E: 


Ls 


. 6 | identify the behav the behaviours and roles people demonstrate in teams __ 
= Manage diversity in teams 


___ревиуи a conilict resolution strat tretegy — 


Distinguish between the qualities of an effective and ineffective leader leader | [ 


| = ш 


Describe the Six Essential Tasks of Leadership 
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Module 8: Managing Information (M&E) 


Г |  Exitlevel outcome = = | 
1 Differentiate between surveillance, audits, monitoring and evaluation | 
2 Apply a structured process to ШИН develop а Monitoring and 
| . Evaluation plan 


ERE- — пра ect and make use of CLTC Monitoring anc and Evaluation indicators | 








Implement the Logica the Logical Framework as an active tool for Monitoring and 
. Evaluation _ | 


— Gather and ar analyse qualitai qualitative and quantitative data, and effectively 
Hae present such-dala-as interpreted information n 
Understand how to ү Monitoring and Evaluation data to improve 

— |  Gecigipmmakingan d implemantatiar parformance | 


тыйыны ај ALL n 








= | E 
level ; 
сй Unit outcomes 
me 1 E OOOO 
Understand the monitoring and evaluation framework in Ihe cantext al 
1 indicators and data sources 








Select anti use appropriate indicators and tools lor an M tors and tools for an M&E plan 
Formulate an understanding of the ethical and | legal i issues ao ai 
monitoring and evaluation 
283 Demonsirate an understanding of the components of monitoring and and 
n 4 
2 


evaluation 
-Be able to develop a monitoring and evaluation plan  _ plan 


Formulate study design and methods 
‚5, | Communicate research findings in graphs and written format 
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Module 9: Strategic Marketing and Customer Relations 


Exit level outcome i | 


Explain the impact of markéllng research On service delivery 


ка i = ————-— 


2 | Use information to develop an abprapriate marketing mix for an 1 


— 


Swe ae 
Conduct an environmental analysis to determine specific markel | 





3 
| variables | || 
| | Develop ar effective marketing plan for an organisation mj 















| 5 Differentiate betwaen marketing of goods and that of services | 
6 |  Demonstrate acustomerfocus inservicedelivery — | 
| 7 Render market-driven, customer-focused services to a specific target — 
| шор ү | | 
| ms | Learning outcomes E Р | 
outcome | | [ 
17 | Understand marketing in the context of customer needs, wants and — | 
* .[. demands .. | 
| 1,5 | Apply 1lie principles pertaining to the marketing concept ] 
IL Differentiate between markeling of goods and thal of services | 
| 12, | Develop an effective marketing plan forthe organisation — if 
ai=, am] | 
| 5 | | | 
2 ] i / for the organisation к=] 
6 Determine an effective communication strategy for the marketing | 
| | intervention | 
6 Explain the role of customer satisfaction in relation to service delivery 
1 | Usetheconceptofprovidergaps —— 1 11 1| | 
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Moduie10: Financial Management 





Exit | [ Extlevel outcome 


—Ó—— 


| Understand the basic basic findnelal сл concepts, p procedures, calculations and 
ciam ‘activities of an enterprise . РЕН 





Demonstrate analytical skills th through finding finding, argar organizing. assessing and, | 
| ta 


analyzing financial di fi zing financial di 
rstand the performance of an organization | 


Ез x Use ratio analysis to unde 
Demonstrate in ermalien tec technology skills as they apply to today’s: 
Ez business environment to solve business problems. 
Communicate effectively: using writen mathematical Ив: by dra drawing up 
4 budget and use itto control costs 


| Exil | Unit outcomes | | 
level 


ошсо | | 





fopriate ta s given БИП о 

















t | Draw up a balance sheel 


aw up a profit and loss account | | 


Dr 


| ecügnise the key :cogrise the key accounting conventions = = 


LE 25 | уво recognition of the source, flaw: and distribution af rr money 





























= 
4 Use selected ratios to ana yse tha liquidity OP orgenisatioris: 
3 Calculate profitability ratios and comment on organizational linnial performance | | 
| Determine gearing and growth (invesiment) г: rallos- and use ti use them to 
3 interpret the-effacts of a organisation's Capital structure on its current 
| profits, future profits and capital raising potential | 
| 3 Evaluate organisations’ use of asset& etë using relevant ralos — | 
3 | Calculate employae ratios 


2. Appreciate the key factors In budgetary planning and control | 
| Ргераге а тазјег budget (profil and loss aecaunt and balance sheet) 








Ton 
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ANNEXURE D: SUMMARY OF HOSPITAL LEVEL SERVICES BY TYPE ОР 


HOSPITAL 


Proposed Package of services to be offered at different hospital types for the NHI 


= || 


| Жайка i] M 


^re 
Homes. Uni 


са ов саге & (СЫ 






| Селе! 
фае 
ehari 
SEDE 


Миа 


Umanloning Tertiary 


Брну с РЕНН 


Wiehe 


Sat и, 


Гетеове П Вус 


| Fully Developed | 
| Tertiary Natianmal Raferra 


| ] 


m sciat til zr 









mamás cud 


Anassihetics 
s hit | 
| Clinical Pharmacology 
Specialist 





| 1 
| | Leia iy | 
| p 

| ГПРС ИСО wur 
Мери ње АГА кг | 
" 
| Cranage qmugery ' 

| Critical care & 120 cca сина М 
natofagy NRBEM [ 






Бр 11 Г Iun Ра ну 





к ENT Seek 
| Surgery, | Surgery 
кї арны ГИЛЕ ] 


General = Medicine | 





| КЕЕ К. ий 
| | ната ОТО 


РИТА а та es 


Јајни и И ШЫ s 


Шла. ш! Sire 
ү 


1 ПЕС 


I wiica ЈА Rade 


Oncology 


| ae 
Neonatology 





198 





c2 


CONFIDENTIAL AND NOT FOR DISTRIBUTION 





, 

Рава папа о и 
| 
| Paediatric hou 
2| ада еіс 






5 | ефејје пето 
^. pPssdiatric neurology 
| Рашшаџје — respire! 
Medite & allego 
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ANNEXURE E: HEALTH SERVICES EXCLUSIONS LIST 
1. Principles: 


b) The exelusion list should take eognizance of the epidemiology profile of 
The naienal population and the ensuing Burden of disease facing the 
population 

c) The exclusion list must be kept to the minimum 

d) Decisions of conditions to be excluded must not adversely impact on 
accessibility to healthcare and (he pincipla of universal coverage 

е) The affordability or cost of an intervention or health service must not be 
the only basis for excluding it fram the comprehensive package of services 

f) Appropriate mechanisms and structures will be-develaped to regularly 
review {he exclusions liste [rh line with amerging evidence and clinical 

. practices | 

g) Professionals/healthcare givers will have: the opportunity 40 appropriately 
motivate why an exclusion should be paid for by the National Health 
Insurance Authority and this motivation will be reviewed by a team of 
appropriately qualified healthcare professionals. 


2. General conditions and services to be excluded 


a) Heaith care services of an elective of cosmetic nature that have not been | 
approved by the Benefits Advisory Committee, e.g. non-essential nasal 
reconstruction, otoplasty, blepharoplasty and or bat-ears. | 


b) Health care services relating to breast reductions and cosmetic 
reconstruction that have not been approved by the Benefits Advisory 


Committee. | [ 
c) Health care services relating to Infertility | 
d) Fallure to follow the advice of a medical or denial practitioner or to [ 
undergo health services/treatment as recommended by a medical or 


dental practitioner к 
е) Health care services relating to willful self-inflicted illness or injury | 
f} Health care services relating lo Injuries sustained during participation in 
unprofessional sport, unregistered and unofficial (itiegal) speed contests 


and speed trials | 
g) Health care services relating to injuries sustained during participation in a 
willful and material violation of the law | 
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h) Health care services relating to injuries sustained during a willful illegal 
participation in war, terrorist activity, civil commotion, rebellion or 
insurrection. 

i) Health care services relating to illegal experimental, unproven or 
unregistered treatment | 

j) Health care services relating to any complications that may arise from NHI 
exclusion 

k) Health care services obtained out of the borders of South Africa without 
due notice having been filed with NHIA prior to departure. 

1} Any benefit not specifically stated in the schedule of primary, secondary, 
tertiary and quaternary levels of care. 


This list acts as a summary only and will be superseded by the registered 
NHI Rules and Benefits Committee or equivalent thereof with due regard to 
the principles of Comprehensive Package of Healthcare Services. 


3. Dental Exclusions 


a) Pulp capping (direct or indirect) 

b) Polishing of restorations 

c) Ozone therapy 

d) Metal base to full dentures, including the laboratory cost 

e) Dental bleaching and porcelain veneers 

f) Fixed prosthodontics used to repair occlusal wear 

g) Peridontal flap surgery and tissue grafting that have not been approved by 
the NH! qualified service provider 

h) Perio Chip 

i) Apisectomies in hospital that has not been approved by the NHI qualified 
service provider 

j| Orthognathic (jaw correction) surgery and the related hospital cost that 
have not been approved by the NHI qualified service provider 

k) Hospitalisation for dental implantology that have not been approved by the 
NHI qualified service provider 

l) Snoring appliances that have not been approved by the NHI qualified 
service provider 

m) Cosi of gold. precious metal, semi-precious metal and platinum foil 


4. Waiting periods 

NHI may not impose waiting periods although МН! Agency has the right to 
request anc obtain medical history with regards to medical diagnosis, treatment 
and care 

Therefore. 

In principle no waiting period except in the cases of time lag while for formalizing 
administration issues; 


a) Ensuring ‘nat the individual is properly registered in a resident District 
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b) Individual is loaded in electronic patient record system 
Individual is presenting him/herself to an unaccredited facility thus taking time to 
sort out whether there exists a contractual and payment arrangement with 
affected facility/service provider 


АММЕХЏЕЕ Е: 


The following tables are taken from Broomberg and Shisana (1995). Table 3 (numbering 
Iram original report) provides estimates of need based on a detailed, hypothetical cost 
model that used data from health centres in Alexandra and Soweto. On the basis of this 
model they estimate human resource requirements for each category of personnel in the 
PHC system, over a five year period between 1996/97 and 2000/01 (see Table 4). 





